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PREFACE TO THE SECOND EDITION. 


THE very early period at which a call has been made for a 
Second Hdition of this Manual has prevented: my attempting 
anything-in its revision beyond verbal alterations and minor 
additions: in its plan and details the work remains the same. 

The rapid sale of the first edition proves that I was not in 
error in supposing that such an aid to clinical study would be 
acceptable to the younger members of the profession. And 
while I take this opportunity of expressing my gratitude for the 
hearty good-will with which my effort to supply an acknowledged 
deficiency has been received, and for the kindly tone of all the 
criticisms which have reached me; I cannot but feel that it owes 
its success more to the earnestness of purpose which characterizes 
the students of the present day than to any merit of its own. 
Conscious of its many imperfections, I hail its: success as an 
omen for the future of yet higher aims’ and nobler efforts to 
place the science of medicine on a sure and solid foundation; 

and it will be my greatest reward to have contributed in any 
| way to make its study more methodical, more exact, more logical, 

and thus to give stability to its doctrines’ and certainty to its 
: practice. 


As Wie Be 


BRUTON-STREET, BERKELEY-S8QUARE, 
October, 1858. 


PREFACE TO THE FIRST EDITION. 


In adding another to the many manuals already in the hands 
of students, a few words of explanation, and perhaps of apology, 
are necessary. 

The want of that instruction which it is meant to convey was’ + 
felt by myself in the commencement of my studies, and many 
diligent students have expressed in my hearing a wish for some 
guide to the systematic investigation of cases in the wards of the 
hospital. This branch of medical study has been very success- 
fully cultivated on the Continent, and the English student, while 
conscious of a culpable neglect of the curative powers of reme- 
dies, cannot fail to be struck with the precision and clearness 
with which a clinical professor in Paris conducts the examination 
of his patients. ‘ ‘ 

When, in 1847, the duties of medical registrar were intrusted 
to me by the Governors of St. George’s Hospital, a large field of 
study in this department was opened to me; by the kindness and 
- courtesy of the physicians I was always assisted in deciding on 
the nature of an obscure case; while the examinations after 
death so constantly practised, either ratified or corrected the 
opinion that had been formed. During the period that I held 
the office, more than twelve thousand patients came under my 
notice, and the construction of a new register of disease, classified 
on the plan adopted in this volume, led to a more earnest atten- 
tion to the methods of diagnosis. 

In offering to those now engaged in study the observations 
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here embodied, I have only committed to writing the system of 
investigation which it became my habit to pursue; and if it lead 
them to a more familiar acquaintance with disease, and a better 
understanding of treatment, my time will not have been misspent. 
I have endeavored to arrange in a larger type the general and 
more important considerations on which diagnosis is based, 
elaborating the details, and enumerating the points of less import- 
ance in type of a smaller size. It seemed desirable that my 
younger readers should not in the first instance be perplexed by 
the number and variety of symptoms, while at the same time 
they should be furnished with all particulars on any subject 
which they wished to study more closely. 

_ I cannot attempt to trace back to their source all the suggestions 
received from the writings of others, and from oral instruction, 
or to separate such suggestions from the ideas which have 
occurred to myself in prosecuting this subject: and I trust that 
it will be understood that, in omitting all reference to authorities, 
there is no intention on my part either to claim the merit of 
originality or to appropriate unacknowledged the labors of others. 
If any of my esteemed friends and teachers in the Profession 
should find their own ideas or expressions repeated in this 
volume, it is only because these ideas have become established 
as truths in my own mind, and the expressions in which they 
are conveyed have become their habitual and almost necessary 
exponents. ‘That such a manual should be free from faults, the 
utmost stretch of self-satisfied vanity could never lead me to 
believe; I hope that they will be found to be errors of omission 
rather than of commission—that in the main the principles will 
be admitted by all to be true, while none of the details are 
calculated to mislead. 


A. W. B. 


BRUTON-STREET, BERKELEY-SQUARE, 
October, 1857, 
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Outline of the Particulars which a Clinical Clerk ought to attempt to enu- 
merate im the History of each Case which he records. 


Address—Name—Age—Sex—Civil State—Occupation. 


History :— 
a. Of present attack. 
b. Of previous illness. 


Present state :— 


1. General symptoms: 
a. Skin; as to heat and dryness. 
b. Pulse; as to frequency, force, and fulness. 
ec. Tongue; as to coating and moisture. 
d. Bowels and urine. 
e. Appetite and thirst. 


2, Appearance : 
a. Size. 
b. Aspect and expression. 
c. Color. 


3. Position or posture: 
a. In bed. 
b. Out of bed—Gait and manner. 


4. Sensations. 


Survey of regions and organs :— 
1. Innervation : 
a. Brain. , 
b. Nerves. 


2. Respiration. 


3. Circulation: 
a. Heart. 
b. Bloodvessels. 


4, Digestion : ee 
a. Assimilation. 
b. Excretion—Character of stools—Analysis of urine. 


5. Reproductive organs: 
a. Syphilitic affections. 
b. Menstrual function—Number of Children— Date of last preg- 


nancy—Diseases of uterus. 
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MEDICAL DIAGNOSIS. 


INTRODUCTION. 


The Province of Diagnosis—Symptoms, Various and Complee— 
Lirror of Pathognomonie Signs—of Neglect of Diagnosis— Object 
of this Treatise—True Basis of Diagnosis—in Correct Evidence 
and Knowledge of Disease—Compound Causes—Relation to the 

“Theory of Disease. 


THE ultimate object of study in all departments of medicine— * 
the object which must ever be kept in view alike by teacher and 
pupil—is the relief of the patient by the successful treatment of 
disease. 'T'o this end the properties of various remedial agents 
are taught in Materia Medica, as they possess the power of neu- 
tralizing-or eliminating poisons, of counteracting morbid action 
in its progress or modifying its results, and of aiding and sustain- 
ing the powers of life, when those wonderful laws of our economy 
come into operation, by which the destructive agency of noxious 
influences is combated, and the useless and effete or injured tissues 
are extruded from the body. ‘To the same end the student must 
acquire a knowledge of the various structures of the body and 
the functions of its organs in health, as well as the pathological 
changes in solids and fluids, which become the subjects of anato- 
mical research, and the perversions of healthy function which 

_ may be traced at the bedside in the progress of disease: these 
belong to the domain of Physiology and Pathology. The theory 
of disease, again, combines, by the aid of experience, the perversion 
of function with the change of structure, deducing the symptoms 
observed as a necessary sequence from the disturbance of the 
laws of health to which such changes must give rise; but it 
also teaches us that there are other and more hidden elements of 
disease, stamped, in their operation on the human frame, with 
characters no less marked and distinct, which have yet evaded 
our most diligent search. This department divides itself into 
two branches. It points out the alliances and differences between 
various forms of disease and the prominent features by which 

» they are characterized, and to this the name of Nosology has been - 
3 : 3 ’ ‘ 
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applied ; while under the name of Semeiology it especially treats 
of the symptoms of diseased action which each organ or region of 
the body is capable of manifesting. It isthe province of Diagnosis 
to combine together these various lessons, and by the application 
of the symptomatology of disease in general to any particular case, 

‘to arrive at a just conclusion regarding its true nature and patho- 
logy: and though it does not enter. directly on the question of 
treatment, it has regard to all those indications on which it ought 
to be based. 

In the present imperfect condition of the science of medicine, 
too much importance can scarcely be assigned to the study of 
diagnosis, which, in its higher and more intricate departments, by 
separating the known from the unknown in our experience, may 
yet point out new relations between morbid phenomena and 
structural change; and by enabling us to discriminate the finer 
shades of difference which distinguish various forms of allied 
diseases, must lead to a more perfect classification. Upon the 
basis of such trustworthy generalizations, we may hope ultimately 
to arrive at a more perfect-knowledge of the causes which operate 
in the production of each, by successive elimination of those that 
are proved not to be essential, or, as they may be called, efficient 
causes. 

But on this question we are not to enter. Our endeavor must 
be limited to laying down rules by which the student may be 
able to recognize at the bedside the diseases which he has been 
already taught in the schools. And however captivating the 
study of diagnosis must be to every thoughtful mind, dealing as 
it does with facts which can be more readily appreciated than 
those which result from the action of remedies; however gratify- 
ing to the observer to call into legitimate exercise the highest 
mental functions, and to be enabled to pronounce a judgment 
upon the evidence presented to him, which subsequent events 
shall prove to have been correct, it must still be remembered that 
this is but a means to an end. When elevated out of its true 
place, it only leads to the “médecine expectante ;” which, boast- 
ing of its knowledge of disease, either leaves the patient to die 
unrelieved or to struggle unassisted through his malady, or it 
raises the practitioner into a position of self-satisfied vanity, which, 
pretending toa kind of omniscience, causes him to overlook any 
fact or argument opposed to his conclusion, until death reveal 
how great and how fatal was the error. When neglected or 
despised, it produces that trifling treatment of symptoms arising 
in the course of a disease, when the more deep-seated or more 
distant cause for their production has been missed, and when, 
unfortunately, both patient and practitioner are often deluded 
into the idea that a disease has been cured or eradicated, of which 
only the most prominent or most distressing symptoms have been 
alleviated. ig 
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Thus guarded, however, diagnosis is to the student the best, 
nay, the only legitimate introduction to the wards of an hospital; 
because, while its simplicity delights and its approach to certainty 
encourages him, it also best prepares him for understanding the 
uses of remedies; it teaches him what medicine can, as well as what 
medicine cannot accomplish; it teaches him the vanity of hunting 
after specifics; it saves him from becoming utterly sceptic. 


If it were true that the symptoms by which a disease is recog- 
nized were exactly analogous in all cases, it would be enough 
that the student should commit to memory the summary contained 
in systematic treatises, when he would be at once in a condition 
to pronounce an opinion upon any case put before him. But this 
is far from being the case: the. idiosyncrasy of the individual, 
including in this term all the differences exhibited by various 
persons in their susceptibility to the influence of the same noxious 
substance or emanation; and not less than this, the varying power 
of the causes of disease, which, though unproved, and perhaps 
incapable of proof, we cannot deny, exerting an influence now 
more potent, now weaker; the combination of these two circum- , 
stances leads to an almost endless variety in the outward mani- 
festations of their operation on the human frame. The perplexity 
thus produced has led men to seek for some symptom which may 
of itself determine the nature of the malady, which may be con- 
sidered in the common phrase “pathognomonic” of the disease. 
Such simple indications would be invaluable if they were attain- 
able, but unfortunately the proof they are supposed to afford is 
based upon false induction. Some of the greatest minds have 
fallen into this error, and none more than they who have culti- 
vated the physical aids to diagnosis, first introduced by the great 
Laennec. 

‘By means of auscultation and percussion we reach a class of 

phenomena much simpler, and more nearly related to the diseased 
action, than those evidences which come to us through the cir- 
cuitous channel of disturbed function, reacting as every function 
does upon other organs, itself again altered or modified by them. 
They are, in fact, the necessary consequences of the morbid con- 
dition of the parts, but they are not the direct exponents of that 
‘state; it is only by inference that we deduce from the acoustic 
sions the nature of the pathological change. With reference to 
the lungs, for example, we learn by percussion the relative density 
of the parts struck, but the cause of that density must be proved 
by other circumstances. By auscultation we discover that the 
air enters more or less freely into one portion of the lung as com- 
pared with another; that it meets with obstacles which produce 
certain sounds; that the acoustic properties of the lung are changed 
by disease, but the causes of these phenomena must be sought 
- elsewhere than in the phenomena themselves. Crepitation is often 
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spoken of as pathognomonic of pneumonia. Now it is quite true 
that clinical observation has shown, in a vast number of cases, 
that when, after death, fibrin is found effused into the parenchyma, 
such an obstruction to the admission of air at one period exists, 
that it enters the lung with a puff of crackling noise called crepi- 
tation; but until it can be shown that the noise stands to the 
fibrin in the relation of effect to cause, it is a false induction to 
assume that it is.a certain evidence of its presence. And when 
we consider how possible it must be that some other cause of 
obstruction may produce the same effect, or one so nearly alike 
that it cannot be distinguished from it, how possible that some 
other sound altogether may be mistaken for it; when we further 
know that both these events do continually happen in practice, 
and that cases of pneumonia do frequently present themselves in 
which crepitation is not heard at all, it will at once be conceded 
that, though an important auxiliary, it is not an essential point in 
diagnosis. 

In another class of diseases, the changes of structure are before 
our eyes; and here, if at all, the symptom might be regarded as 
pathognomonic—the pustules of smallpox, for example. But 
what shall we say of a case when death ensues before the pustule 
is formed? I have seen differences of opinion prevail regarding 
such an one only a few hours before the patient expired. And 
similar sources of fallacy might be adduced of all corresponding 
instances of the visible, tangible results of disease. 

A perception of the errors arising from this cause has led to 
one of an opposite tendency, which teaches that the general con- 
dition of the patient must be alone considered, and that the name 
or nature of the disease is a matter of secondary importance. In 
the hands of a man of sound judgment and accurate perception, 
such a course is probably less injurious to the patient than a false 
conclusion formed on insufficient premises. Its peculiar evil 
consists in its leaving the student without a scheme or proposition, 
around which to collect and arrange the multitude of distinct and 
isolated facts which any case in the wards brings before him. Few 
minds, even those of the highest order, are able to divest them- 
selves wholly of hypothesis in considering any series of facts; and 
the more untrained the mind is, the more readily does it frame 
such hypotheses for the purpose of explaining them. By the term 
explaining we only mean the referring the phenomena to some 
more general principle, which seems to stand to them in the 
relation of cause to effect, and includes in itself the whole or any 
number of the facts under consideration, as its necessary or com- 
mon results or consequences. It is impossible to avoid affording 
such explanations to the student who is acquiring the principles 
of medicine, and it seems unwise to discard them in the wards of 
the hospital, where every case ought to be only an example of the 
doctrines taught in the schools; and if the teacher do not supply 
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the hypothesis, which in any given case seems to him to afford 
the true solution of the phenomena, the student will naturally 
frame one for himself, and that probably an erroneous one. At 
the same time it must be admitted by those who themselves are 
the most expert in the practice of diagnosis, that the time and 
the opportunity are not commonly afforded to give these explana- 
tions at the bedside of the patient; and clinical lectures can only 
take up the more prominent class, or the more remarkable indi- 
vidual cases which at the time happen to be in the hospital, and 
much of the remainder is lost for the purposes of instruction. 

My object in the following pages is not to supersede the teach- 
ing of the clinical physician, but to meet this necessary imperfec- 
tion by pointing out to the student how he may best frame a true 
scheme for himself, and still more to aid him in learning the lesson 
he is daily taught, by rendering familiar to him the principles on 
which the physician himself forms his opinion. It cannot need 
any demonstration to show that one who has thus studied will, 
when himself called upon to prescribe, all the more readily seize 
—on the true form of the disease, and the exact relation it holds to 

the vital condition of the patient. = 
In carrying out this intention it would be equally valueless to 


give a mere enumeration of symptoms, or to classify the excep- — 


tions which experience has taught myself and others to look for, 
and the errors into which we are liable to fall. My purpose is to 
elucidate the principles as well as the practice of their interpreta- 
tion, so that whatever be their variety or perplexity, philosophical 
conclusions may be drawn from their presence, avoiding unwar- 
rantable inferences, and at least guiding the mind in a right direc- 
tion, if no satisfactory solution of any individual case can be 
arrived at. 


All true diagnosis is ultimately based upon inductions separately 
framed out of clinical and pathological investigations and experl- 
ments. By careful and repeated observation, we have succeeded, 
with every appéarance of truth, in associating certain phenomena 
observed during life with particular lesions found after death; and 
these form the first step in our progress. Sound principles have 
advanced exactly in proportion to the number and the accuracy 


© of these conclusions, because there are many conditions which we 


are not yet, and perhaps never shall be, able to associate with any 
appreciable change in structure; and to them we must apply by 
inference the truths which have been taught in other instances by 
direct observation. In so far as we are able correctly to interpret 
symptoms, and to trace out in connection with them a real change 
of structure or of function which affords an adequate explanation 
of their presence, in so far are we prepared to form a correct 
diagnosis, It is not the province of this branch of study to eluci- 
date the modus operandi of the change; but, assuming these 
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' principles as true, our especial work is to learn to group symp- 
toms together, and to analyze them separately in such a manner 
that we may be able to apply to them a scheme already supplied 
to our hand, which shall in some way account for their existence. 
It is by the nature of this assumption that rational medicine is 
distinguished from empiricism. The latter equally seeks to group 
symptoms together, and to assign to each group the most suitable 
remedies; but the theory or scheme which it furnishes is not 
based on scientific principles. In the application of the theory 
to the case under observation, the two are exactly analogous. A 
comparison is to be instituted between the probable results of the 
supposed malady and those presented by the particular case, and 
their correspondence serves for the verification of the hypothesis. 
Tn short, it 18 the deductive process of reasoning applied to the 
elucidation of morbid phenomena. We gather together in the best 
manner we can the fragmentary evidence ofsymptoms, and we apply 
to it the known laws of causation taught by the theory of disease. 

The correctness with which this process is performed depends 
on a variety of circumstances. In the first place, it will be greatly 
influenced by the amount of evidence. This evidence has to be 
sought, and therefore much will depend on the manner in which 
the investigation is conducted. Without method, some portion 
of it is sure to be overlooked or forgotten; with a bad method, 
the information presents itself in such a form as makes the in- 
ference of truth a matter of difficulty. The plan adopted in this 
volume is one which, on close consideration of the subject, has 
most commended ‘itself to my own mind; but each person will 
probably be disposed to modify it so as to suit his own habits of 
thought. 

In the second place, the correctness of the conclusion must very 
‘greatly depend on our assigning the true value to each portion of 
the evidence, especially if the group of symptoms be a very com- 
plex one. We still form our judgment from the ageregates but 
we know that one part is much more trustworthy and more im- 
portant than the remainder. One single symptom even may, by 
its presence or absence, turn the balance of evidence in favor of 
one disease, or exclude another; but this view of its importance 
in connection with the whole group, of which it is but a part, is 
very different from the error already pointed out of regarding any 
sign as “pathognomonic.” On this point correct general know- 
ledge of disease can alone give precision to our judgment; but it 
is also the province of a work on diagnosis to assign in some 
measure to each symptom its relative value. 

In the third place, the verification of the result wholly depends 
upon the accuracy of our knowledge of the theory of disease. The 
evidence of symptoms properly arranged leads us so far in the 
right direction for discovering its true seat and nature; but it 
does no more than point out a number of requirements with re- 
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ference to particular organs, or to the system at large, which an y 
disease must be known @ priori to fulfil, before we can admit it to 
be that which exists in the case before us. = 

From these considerations, I think it must be evident that the 
more numerous and the more simple the symptoms are on which 
we have to decide, the more certain must be our diagnosis. 


Further illustration may perhaps be deemed unnecessary, but 
my meaning may be made more evident by comparing the inves- 
tigation of a case to the properties of figures in geometry. Sup- 
pose that through any four fixed points straight lines are drawn 
inclosing a quadrangular space; it is manifest that the number 
and variety of figures which may be produced is very great; and 
if these figures are placed side by side and compared with each 
other, they will only be recognized as being four-sided figures, 
and few persons could find out that they had any other property 
incommon. Butif through two of the points (the first and third, 
for instance) the lines are always drawn parallel to each other, the 
number of instances is at once much reduced, and this fact is im- 
mediately recognized as being common to them all. If, in addi- 
tion to this, the lines drawn through the second and fourth points 
are also parallel, the class becomes reduced to those known as 
parallelograms, of which the opposite sides and angles are equal, 
and the original property of their passing through four fixed 
points becomes much more apparent. Further, if one of the an- 
gles is ascertained to be a right angle, we are certain that only 
one figure can fulfil all these several indications. 

Again, the parallelograms may be compared with each other 
by the relative length of their diagonals, and we find that in the 
rectangular parallelogram the two diagonals are exactly equal. 
Here, then, we may disregard all the other facts, and finding 
straight lines drawn through four fixed points, inclosing a quad- 
rangular space of which the diagonals are equal, we are certain 
that the opposite lines are equal and parallel, that all the angles 
are right angles, and that only one possible figure can possess 
these two properties, just as before we found that only one figure 
could possess all the other properties in detail. At the same time, 

if any one of these properties could not be detected on further 
» investigation, we know that we must have made some mistake in 
the observation regarding the equality of the diagonals. 


In studying disease, it is manifest that attention to one system 
only cannot lead to truth, since the causes of its production may 
be various; but when a greater number are considered, and are 
found to harmonize together, the possibility of the whole group 
being produced by one or other of several causes becomes neces- 

_ sarily very greatly diminished. When the symptoms present are 
obscure or uncertain, it is much more difficult to trace them back 
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to their true source than when they are clear and intelligible. 
But yet we must remember that even after we seem to have 
arrived at a correct result from the comparison of two or more. 
definite symptoms, yet if other important phenomena which ought 
to be found on closer search are absent, we must have committed 
an error in observation, and the opinion formed ought only to be 
persisted in when this exact correspondence can be traced, or 
good reasons can be assigned for the existence of an exception. 
Hence it sometimes happens that ftture examination of the same 
case, by bringing to light new symptoms, may oblige us to dis- 
card an hypothesis framed on insufficient premises: indeed, we 
must often suspend our judgment altogether, till the progress of 
the case has determined the actual form which the disease is 
about to assume. . 

Another point must also be kept in view in diagnosis. Diseased 

action in the body is often very complex, and the phenomena 

“present may not be all redicible to the results of one form of 
disease, or a morbid condition of one set of organs; it may, on 
the contrary, be compounded of the effects of several causes acting 
together. And not only in such a case are the single effects asso- 
ciated together and intermingled with each other, but the product 
is a combined effect of the compound cause, in which the direct 
symptoms of each separate lesion are modified or neutralized by 
one another. It is, therefore, necessary to distinguish between 
symptoms uniformly associated with certain conditions and those 
which are merely accidental. These, again, must be divided into 
phenomena which, though not essential, are more or less directly 
connected with the morbid state, and those which are wholly in- 
dependent of it. And having collected all the evidence which 
the case affords, if it appear sufficient to establish any hypothesis, 
we have yet to make sure that no other condition of disease is 
present that might give a different interpretation to some of the 
symptoms ; and still more, when it is unsatisfactory or contradic- 
tory, must the examination be careful and extensive in order to 
discover the causes of this imperfection, and the associations which 
modify or suppress those symptoms which each would display if 
acting alone. 

In every one of these points of view it is evident how much 
correct diagnosis must depend on a knowledge of the true nature 
and history of disease. That alone can suggest trustworthy hy- 
potheses for the explanation of the phenomena, by bringing before 

_ the mind the different states which commonly give rise to promi- 
nent symptoms, so that when one fails to fulfil all the requirements 
of the case, another may be substituted for it; it teaches which 
among the phenomena are important and constant in their cha- 
racter, which are unimportant and variable; it also indicates the 
different diseases which are most likely to be associated together, 
and shows how they mutually react upon one another. And 
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when we have reasoned to the best of our judgment upon the 
whole of the premises submitted to our consideration, such know- 
ledge can alone supply a standard of comparison, whence we learn 
what conclusions have been true or false, as the order of events 
corresponds to or differs from that which scientific experience 
teaches us to be their known course and progress. 

While thus studying diagnosis, let it not be forgotten that 
though our first aim be to arrive at a correct conclusion regarding 
the disease under which the "patient is laboring, our ultimate 
object is to restore health. Therefore, while combining symptoms 
in our own mind to give unity to the whole, we must ever have 
regard to anything they may teach us concerning the condition of 
the patient. Thus, for example, in any case which may at first 
sight be regarded as one of the simplest examples of that state to 
- which the much-abused term of inflammation is applied, however 
clear the evidence in favor of inflammation of any particular 
viscus, we must not act upon this knowledge alone, but must take 
into consideration the signs of strength or weakness, of increased 
or depressed vitality, which accompany it. This oversight is 
probably the most prolific source of many a hasty and ill-formed 
assumption, based on insufficient grounds. The self-evident symp- 
toms alone are considered, other phenomena are too often disre- 
garded, sources of fallacy are overlooked, and a diagnosis is 
pronounced to which the whole course of the disease is made to 
bend. Of necessity erroneous hypotheses are admitted in order 
to reconcile the evident discrepancy between the progress of the 
case and the supposed nature of the malady. Faith in treatment 
is shaken, because a false opinion once formed, remedies cannot 
be employed ina manner conducive to the recovery of the patient. 
In the end, the student becomes a fanciful speculator in place of 
a sober physician. He finds the aimless impotence of quakery 
as successful as his own misguided efforts, and follows the fashion 
of the day in homceopathy, hydropathy, the abuse of the specu- 
lum, &c., to say nothing of the errors into which some have fallen 
in the introduction of specific modes of treatment, when their 
position and their knowledge had given promise of better things. 
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CHAPTER I. 
METHOD OF DIAGNOSIS, 


History of Case—Narrative of previous Symptoms—Arrangement 
of existing Phenomena—Plan of Carrying on the Investigation— 
Classification of Diseases necessary to Diagnosis—Table of Dis- 
EASES. 


Tue discrimination of disease, as we have attempted to show, 
. proceeds upon a knowledge, more or less complete, of all the 
phenomena which any given case presents. When it has termi- 
nated in the recovery or death of the patient, the series of events 
arranged in a definite and intelligible order, from their com- 
mencement to their conclusion, is comprised under what is called 
its “ History,” which ought to present to the mind a perfect pic- 
ture of all its important features. Unfortunately, the perusal of 
the clinical case-books of an hospital, or even the published 
reports of cases by our best authors, must convince us how little 
the real meaning of the history of a case is understood. With- 
out the key of a knowledge of the disease, derived from some 
extraneous source, it will be found too often impossible to form a 
correct diagnosis. Many of the difficulties are inseparable, to a 
certain extent, from the nature and sources of the information, 
but many are due solely to want of system and arrangement. 

The history divides itself naturally into two parts: the report 
of the patient himself or of his friends and attendants, of what 
happened before he was seen by the physician; and the pheno- 
mena actually observed at the time of examination: the same 
distinction must be made between events occurring in the absence 
of the observer, and those noted at any subsequent visit. But as 
our object is rather to point out the true principles on which 
diagnosis is based than to give the history of diseased states, only 
casual reference can be made to ulterior changes, and, in general, 
it must be presumed that the previous history is learned by re- 
port, while the signs and symptoms are investigated as they pre- 
sent themselves on a first examination. 

The previous history is often of great importance; it ought to 
commence with the very first deviation from health, in so far as 
the sensations and functions of the patient are concerned, and it 
ought to give a connected account of the changes which have 
subsequently passed upon these, and the origin of new symptoms. 
This account 1s of itself sometimes sufficient to point out the na-. 
ture of the malady. It seldom happens that all the particulars 
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are correctly detailed, yet such as it is, this statement must very 
often be appealed to in reference to the duration, and order of 
. Sequence of particular symptoms, with a view to determine their 
immediate precursors, and the phenomena which have appeared 
to follow upon, or spring out ofthem. Practically it will be found 
that the more perfect this information is, whether limited to the 
present illness, or extended to a perfect acquaintance with pre- 


vious ailments, the more valuable does it prove as an aid to diag- 
nosis, : 


Much care is necessary not only to get at the first deviation from health, 
but also to avoid being led away by a preconceived idea in the mind of the 
narrator, and the more so if coming from a scientific person. So much does 
the mind seek after causes of all natural phenomena, that the simplest and 
most illiterate patient is more ready to broach a theory of his illness, than to 
tell his sensations or his sufferings. 

It is also to be remembered, that although disease has a distinct and intel- 
ligible history, because it follows a definite course, yet the story of the patient 
is often inconsistent with itself. General inconsistency on all points is com- 
monly an evidence of imaginary, hypochondriacal or hysterical maladies. 
Partial inconsistency may arise from the existence of different diseases, either 
simultaneously or at successive periods, and the misplaced association of the 
symptoms belonging to each, or simply from incorrectnéss of observation. 

Sometimes the narration of past sensations and sufferings may tend to lead 
the observer away from the true seat of the malady, inasmuch as not unfre- 
quently disease of central organs first makes itself known by symptoms in 
remote parts. Against this there can be no safeguard but a thorough know- 
ledge of the relations subsisting between morbid states and the possible phe- 
nomena which may attend upon them. Again, symptoms of importance may 
be forgotten, and circumstances which must greatly influence our opinion on 
the case may have been omitted, and these points must be inquiredinto. The 
same knowledge of the associations of morbid states and their phenomena 
leads us to ask such questions as may determine whether the symptoms de- 
tailed have been caused by one condition or another (e. g., whether pain has 
been caused by inflammation from the knowledge whether fever has been pre- 
sent or not). : 

Out of this further inquiry arises one of the greatest and most common 
sources of fallacy; and it is great in proportion as the history and sensations 
of the patient become the sources of information, and the alterations in struc- 
ture or function of which we can take cognizance are few and indistinct. It 
springs from the necessity of framing an hypothesis of the disease from the 
general outline already given of the case, and the anticipation arising out of 
- this hypothesis, that certain phenomena ought to be present: in consequence 
of this persuasion, interrogatories assume the form, more or less, of leading 
questions, unconsciously to the inquirer himself; and this cannot fail to bias 
the mind of the person to whom they are addressed. 


This preliminary investigation leads to the association of symp- 
toms according to their order of sequence, and we must be careful, 
by observing them from another point of view, to correct any 
false impression to which it may have given rise. While, there- 
fore, we follow the patient telling his own case in his own way, 
it is quite essential that we should make a subsequent and inde- 
pendent investigation of existing symptoms according to some 
systematic course, which shall have the effect of ranging them in 
such scientific groups as may most readily and naturally lead to 
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the detection of the cause which best accounts for their origin, 
and most fully satisfies all the requirements of the case. 

In seeking for such an arrangement, we find that there are two , 
great classes of indications, the general and the local; each of 
these comprehending two divisions, the subjective and the objec- 
tive, the sensations of the patient, and the alterations in structure 
or function of which the observer can take note. 

It may be useful to notice here that different names are assigned to these 
phenomena, as the indications which they afford happen to be derived from 
perversion of vital functions, or from altered relations of parts to each other, 
or to the external world. These are known by the names respectively of vital 
symptoms and physical signs: thus, pain is one of the symptoms, while swell- 
ing and redness are among the signs of local inflammation ; cough and expec- 
toration represent the symptoms, the noises produced by the meeting of air 
and fluid in the bronchial tubes are the signs of bronchitis. I believe this 
division was intended originally to mean much more than this; it was believed 
that every disease had not only its category of symptoms, which might, any 
or all of them, be common to it with other diseases, but that each had for 
itself its peculiar distinguishing sign or mark, by which it was as readily 
recognized as by its name (for instance, the rale crépitant for pneumonia, the 
rale sous-crépitant for pulmonary cedema, &c.). But we shall find as we pro- 
ceed that the absence of the sign does not imply absence of the disease, and 
its presence affords at best only a strong presumption in favor of a certain 
condition of parts. 

If general and local indications could be arranged so as to 
correspond to general and local diseases, it would be enough to 
discuss them in this order; but the two are so inextricably min- 
gled together, that no more can be done than merely to adopt, so 
far as possible, the plan of taking general indications first, and 
special indications afterwards; for we must often reconsider the 
general symptoms in investigating local disease, as we must also 
frequently anticipate special signs in inquiring into conditions of 
general disorder. No observation can be considered complete 
which has not taken note as well of the general state of the 
patient as of the particular condition of each individual organ, 
under both these aspects; and however we may endeavor to sim- 
plify the inquiry, omissions can only be avoided at the expense 
of occasional repetition. It will constantly happen in practice 
that the same indication which has been already noted in regard 
to duration and sequence, must again be reviewed both in its 
bearing on the general condition of the system, and also in its 
relation to lesions of particular organs. 7c 

When the student is introduced to the bedside of the patient, 
it is of great importance that he should carry in his mind a cer- 
tain definite course of inquiry, according to which he should 
endeavor to trace out a faithful history of the case, so that with- 
out any guide but his own investigation, he may be able to frame 
a history which will leave him in little doubt as to the depart- 
ment in the theory of disease to which it ought to be referred, 
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Weare at present only engaged in inquiring into the uses of such an investi- 
gation, in so far as it leads to a correct diagnosis; but every one of the separate 
features in the picture may be of importance in determining the treatment. 
Even when a correct diagnosis is formed, various remedies will suggest them- 
selves to the mind of the practitioner as equally applicable, and their judicious 
selection very often depends upon a due consideration of the antecedents and 
peculiarities, much more than upon the name given to the disease, or the place 
it may hold in a scientific classification. 

The student will do well to commit to writing the results of his inquiries. 
There is no means nearly so successful in giving system and correctness to his 
investigation ; in no other way can he acquire the habit of observing all the 
phenomena of any given case, or tracing their bearing on each other; and 
nothing will so effectually teach him to mark correctly, and estimate justly, 
each successive fact elicited by his own inquiries, or volunteered by the patient. 
From the whole evidence thus faithfully committed to writing can he alone 
hope to form a correct diagnosis. His written description ought to be a full 

and accurate account of all that he sees, hears, feels, or even smells, and must 
_ never embody any conclusions he has formed from them until the whole inquiry 
has terminated. Thus, to take a prominent example—in examining the lungs, 
however distinct he may fancy the evidence of a cavity to be, he ought never 
to put down in his notes “cavernous rales,” or “cavernous breathing,” but 
what he actually hears—gurgling sounds, loud or very loud, blowing, expira- 
tory-breath-sound, &c.; everything, in fact, just as it is heard; as he proceeds, 
it is quite possible that other signs or symptoms may be observed so incon- 
sistent with the hypothesis, that it would be quite unwarrantable to assume 
the existence of a cavity—a conclusion which ought only to be formed from 
the coincidence of several other phenomena. 


The following plan has seemed to me the best adapted for 
obtaining the information required, and is that which is adhered 
to in the following pages, but admits of modification according 
to the previous course of study or habits of the individual. It is 
merely offered as one which has been found practically most ser- 
viceable in making available notes of a large number of cases. 

It may be divided into four principal sections. After a pre- 
liminary inquiry into the age, occupation, and habits of the pa- 
tient, and also ascertaining if there have been any previous similar 
attacks or any important illness, we proceed— 

1. To inquire when the first deviation from health occurred, 
how it was manifested, and what was the order of sequence among 

henomena. 
a T'o examine into the general state of the patient at the time 
of observation, as manifested both by objective and subjective 
na. ; 
Be Te mike a rapid survey of all the organs, especially with 
reference to his sensations. _ 

4, While doing so, to examine more particularly any organ to 
which the history of the case, the general indications, or the sensa- 
tions of the patient especially point, and now to investigate the 
objective as well as the subjective phenomena of the particular 
ge re we first get all the information we can of what has 
happened, we next feel his pulse, look at his tongue, &c., then ask, 
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with reference to each of the larger divisions of the trunk, whether 
he has anything to complain of, stopping in our progress to make 
more minute investigations whenever it seems necessary. 

In endeavoring to point out to the student the probable devia- 
tions from health he may meet with in various parts of the body, 
in the order in which they present themselves according to this 
arrangement, it will necessarily happen that the diseases of which 
they are the indications should be discussed in a similar order; 
and as it is not my wish to create for diagnosis a distinct place in 
the science of medicine, but to make it subservient to practice, it 
seems desirable to adapt it as much as possible to a scientific and 
practically useful classification. For this purpose, that has been 
selected which is in use at St. George’s Hospital, which, it is hoped, 
will be intelligibie to all, as it is most familiar to myself; but it 
is not put forward here as possessing any claims to perfection. 
Its principle is— 

I. To throw into a large group at the commencement all those 
diseases which, while perhaps manifesting themselves in particular 
organs, are more or less proved to have their origin in general 
conditions of system. 

This is again subdivided into twenty-one heads, grouped in the 
following order :-— 

1. Those which are believed to have a specific origin; of which 
the febrile diseases are placed first, iftcluding many of the so-called 
“zymotics.” Next come rheumatism and gout, followed by such 
as are wholly adventitious, the poisons, entozoa, &c. 

2. Diseases of uncertain or variable seat, dropsies and hemor- 
rhages, which, pathologically, might be regarded as merely indi- 
cations of deeper-seated lesion, but which, from the consistency of 
their signs and symptoms among themselves, and their dependence 
on a variety of causes, also demand separate investigation. 

8. The chronic blood ailments—purpura, scurvy, anzmia, &c. 

4, The constitutional ailments of solid parts; scrofula, tubercle, 
and morbid growth. 

5. The quasi-nervous diseases; the symptoms of which are 
principally derived from functional derangements of the nervous 
system, in the ultimate distribution of its filaments, and in relation 
to muscular fibre: they thus stand in juxtaposition to diseases of 
the brain and nerves immediately following. 

II. ‘To take in detail the diseases of special regions, or systems 
of organs. 

In this class we commence with the brain and nerves, and de- 
scend regularly to the thoracic and abdominal viscera, which are 
ranged in several groups, and we conclude with the bones, joints, 
muscles, and skin. In each subdivision the acute take precedence 
of the chronic diseases. 
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The following table represents this mode of classification :— 


I. Fevers. 


1, Continued fever; 2, Remittent fever; 3, Influenza; 4, 
Epidemic cholera. 


II. Eruptive Fevers. 

1, Measles; 2, Scarlatina; 8, Varioloid; 4, Erysipelas. 
III. Intermittent Fevers. 

1, Quotidian ; 2, Tertian; 3, Quartan; 4, Irregular. 


IV. Rheumatism. 
1, Acute; 2, Subacute and slight; 3, Chronic. 


V. Gout (including rheumatic gout). 
VI. Poisoning. 


- I, Irritant poisons; 2, Narcotic poisons; 8, Gaseous poi- 
sons; 4, Animal virus; a, Syphilis and gonorrheea; 8, 
Hydrophobia; ¢, Glanders and bites of reptiles, &c. 


Vil. Colica Pictonum. 


VIII. Entozoa. 
1, Intestinal worms; 2, Echinococcus hominis, &c, 


IX. Dropsy. 
1, Anasarca; 2, Ascites. 


X. Hemorrhages. 
1, Epistaxis; 2, Hemoptysis; 38, Heematemesis; 4, Hama- — 
turia; 5, Intestinal hemorrhage ; 6, Uterine hemorrhage. 
XI. Purpura and Scurvy. 
XII. Anzmia. 
XIII. Chlorosis. 
XIV. Cacheemia. 
XV. Scrofula. 
XVI. Tubercular Diseases. 
1, Phthisis pulmonalis; 2, Tubercles in peritoneum; 3, 
Tubercles in brain. 
XVII. Morbid Growths. ; 
1, Cysts ; 2, Encephaloid cancer ; 8, Scirrhus ; 4, Colloid 
cancer ; 5, Growths from bone. 
XVIII. Hysteria. 
XIX. Chorea. 
XX. Delirium Tremens. 


XXI. Tetanus. 
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XXII. Diseases of the Brain and Spinal Cord. 
1, Cephalitis; 2, Chronic disease; 3, Apoplexy; 4, Epi- 
lepsy; 5, Functional disturbance; 6, Insanity; 7, In- 
flammation of cord. 
XXIII. Paralysis. E 
1, Hemiplegia; 2, Paraplegia; 3, Local paralysis. 
XXIV. Neuralgia. ; ; 
1, Tic douloureux ; 2, Sciatica; 3, Hemicrania; 4, Angi- 
na; 5, Other forms of neuralgia. 
XXV. Diseases of the Heart. ; 
1, Pericarditis; 2, Endocarditis; 3, Hypertrophy; 4, Di- ' 
latation; 5, Valvular lesion. 
XXVI. Diseases of Bloodvessels. 
1, Aneurism; 2, Phlebitis. 
XXVII. Diseases of the Respiratory Organs. 
1, Laryngitis; 2, Tracheitis; 8, Pneumonia; 4, Pleurisy; 
5, Pneumothorax; 6, Bronchitis; 7, Emphysema; 8, 
Asthma; 9, Pertussis. 
XXVIII. Diseases of the Mouth and Pharynx. 
1, Glossitis ; 2, Quinsy ; 38, Enlarged tonsils; 4, Ulceration; 
5, Mumps. 
XXIX. Diseases of the Gsophagus and Stomach. 
1, Stricture; 2, Ulceration; 3, Gastritis; 4, Dilatation of 
stomach ; 5, Dyspepsia. 
XXX. Diseases of the Intestinal Canal. 
1, Constipation ; 2, Obstruction ; 3, Enteritis; 4, Diarrhea; 
5, Dysentery ; 6, Ulceration; 7, Tympanites. 
XXXI. Diseases of the Peritoneum. 
1, Acute peritonitis; 2, Chronic peritonitis. 
XXXII. Diseases of the Liver and Gall-bladder. i. 
1, Inflammation and congestion; 2, Enlargement; 3, Cir- 
rhosis; 4, Jaundice; 5, Gall-stones. 
XXXIII. Diseases of the Spleen. 
XXXIV. Diseases of the Pancreas. 


XXXYV. Diseases of the Urinary Organs. 
1, Nephritis and nephralgia; 2, Abscess; 3, Ischuria; 4, 
Albuminuria; 5, Diuresis; 6, Cystitis. 
XXXVI_ Diabetes. 
XXXVITI. Diseases of the Ovaries. 
1, Dropsy ; 2, Tumors. 
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XXXVITI. Diseases of the Uterus and Vagina. 

1, Amenorrhcea; 2, Menorrhagia; 3, Leucorrhcea; 4, Tu- 
mors; 5, Prolapsus; 6, Ulceration; 7, Congestion; 8, 
Vaginitis. 

XXXIX. Diseases of Bones and Joints. 
XL. Diseases of the Muscles. 


XLI. Diseases of the Skin and Cellular Tissue. 

1, Erythema; 2, Urticaria and Roseola; 8, Lichen and 
Prurigo; 4, Squamous eruptions; 5, Vesicular erup- 
tions; 6, Pustular eruptions; 7, Pompholyx and Rupia; 
8, Vegetable parasites; 9, Tubercle of the skin, Lupus, 
&e.; 10, Cellular inflammation and abscess. 


Although this arrangement will be followed as much as possible in the order 
of investigation of symptoms and signs, yet it will often be found matter of 
convenience to refer the local symptoms attendant on the first great division 
to the examination of the organs in which they are severally found, and, in 
some instances—as, for example, phthisis—in which the general symptoms are 
so essentially combined with local changes, to defer almost the whole consi- 
deration of the disease until we come to the organ in which these changes 
occur. 
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CHAPTER II. 
DURATION AND SEQUENCE OF PHENOMENA. 


Dividing Diseases into Acute and Chronic—Long Ailment—Pain 
in reference to Duration—Order of Sequence—Established Course 
of Disease. 


THE inquiry into the first manifestation of any deviation from 
health, the duration of the disease, and the order and sequence 
of the phenomena, is of considerable importance, as defining in gene- 
ral terms not only the whole period of the illness, but also, in 
some measure, the continuance of each particular derangement, 
and establishing a certain relation between each new symptom 
and that which immediately preceded it. 

From the preliminary inquiry as to the age, occupation, and 
habits of the patient, valuable suggestions are sometimes obtained. 
We need not dwell upon the variations in the character of dis- 
eases, as they occur in infancy, youth, adult life, and old age, 
because these are rather associated with stages of development 
than with periods of years; but we may refer to the information 
of tardy growth or premature decay, which the contrast between 
the actual and the probable age of the individual sometimes re- 
veals; and to the liability at certain ages to the occurrence of 
specific diseases. In a still more marked manner does the occu- 
pation of the patient become the direct index of the disease under 
which he is: laboring, as we know that in the pursuit of certain 
trades'men are necessarily exposed to the influence of various 
morbid agencies. Nor less important is a knowledge of previous 
habits in enabling us to calculate the strength of constitution, or 
the tendency to unhealthy action, in warning us that certain modes 
of treatment must or must not be adopted, and in pointing out the 
diseases which will be the probable consequence of baneful in- 
dulgences. 

1. Duration divides diseases into acute or rapid, and chronic 
or slow. 

2. It sometimes tells of a previous condition of weakness and 
long ailment, which, though it does not negative the subsequent 
occurrence of acute disease, guards against a hasty decision, and 
is of immense value in determining on treatment. 

3. It gives a measure of the intensity of pain and suffering, 
by enabling us to compare its effect on the patient's health, with 
its alleged duration. ; 


4. The order of sequence helps us in tracing back the pheno- 
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mena of disease to their origin, while the first deviation from 
health sometimes points at once to the organ affected. 

5. It sometimes enables us to exclude certain possible diseases 
to which the symptoms might lead, by the knowledge that in 
their course events occur at fixed periods, which may have been 
already passed by. 


_ 1. The question whether a disease be acute or chronic is not one merely of 
Intensity. The clinical history, the pathological changes, and the treatment, 
are all of them often very different, not only in degree, but alsoin kind. Little 
is known of the essence of disease; and when similar causes give rise to some- 
what similar groups of symptoms, we are content to assume a similarity in 
the disease.’ This we do even when in detail it may be very difficult to point 
out an exact resemblance between any of the particulars in two cases bearing 
the same name, of which the one has been of long duration and minor inten- 
sity, while the other has been of shorter duration and greater intensity. The - 
name is merely the mark or sign by which we agree to distinguish the group 
of symptoms; and its relation to other similar groups is conveyed by the 
resemblance of their denomination. But the inquiry has a further applica- 
_ tion; for, inasmuch asthe existing phenomena may be produced by one of 
two causes, of which one develops its effects in more rapid succession than 
the other, the duration of the disease will often aid in determining to which 
of the two they are to be referred. 2 

2. Long ailment may imply either a peculiar susceptibility in the constitu- 
tion of the patient which exaggerates minor sufferings, or an actual depression 
of the vital powers, from protracted illness. In each case, evidence of a re- 
cent severe attack must be unquestionable before we give our assent to the 
existence of acute disease; in the one, because the susceptibility of the patient 
so greatly influences the character of the symptoms; in the other, because 
the depression of the vital powers renders the supervention of active disease 
more improbable, and stamps it with a character different from that which it 
has in a healthy individual. In both cases, bearing in mind the subservience 
of diagnosis to treatment, the information is most valuable in directing the 
selection of remedies. 

3. The duration of pain has a very important bearing on the diagnosis of 
hysteria and neuralgia. Here it may be observed how impossible it is, from 
the description of the patient, to form any idea of the exact amount of pain 
and suffering, or to institute any comparison between the expression of it as 
employed by different individuals. One will talk composedly during a-severe 
operation; another looks pale and haggard and seems to be in great pain, 
perhaps really does suffer much from a mere nervous affection, which exists 
chiefly in the imagination, and is principally maintained by the attention being 
continually directed to it. Here, there is the inconsistency that a very unim- 
portant distraction serves to withdraw the attention, and thereby removes all 
recollection of its existence and every indication of its continuance. A third 
person suffers severely from paroxysms of pain, which no amount of pre-occu- 

“pation can prevent, no distraction during its continuance can suspend; yet in 
this case there may be no structural change to account for the presence of 
pain. The power of distracting the attention is often the only distinction 
between that which is unimportant and transitory and that which is of grave 
import and exceedingly untractable until its duration and recurrence, and the 
exhaustion it produces, point out its reality. ery ; ; 

Duration is, therefore, a point of great value in judging of the intensity 
and importance of expressions of pain. a. Severe pain of long continuance 
must have told on the health of the sufferer. 6. The pain of a nervous affec- 
tion may be actually greater than that accompanying a severe disease in the 
same locality; but the continuance of disease produces far more important 
changes than can result from the mere persistence of pain. c. When local 
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pain is of short duration, if it be only one of the features of long-standing 
illness by which the constitution has not been affected, it must be regarded as 
of minor importance. 

4, A certain amount of caution is necessary in adopting the patient’s 
description of the order of sequence of symptoms. It is remarkable how, in 
slowly advancing maladies, nature accommodates herself so completely to 
immense alterations in structure, that until some unusual event occurs, the 
patient is utterly unconscious of any deviation from health; or it may be 
there is only a sense of malaise, without the possibility of tracing this feeling 
to its cause, or of naming any single symptom which has attended it. Sud- 
denly some change occurs of which the patient becomes cognizant, and then 
other sensations which previously existed take form and shape in his mind, 
and consequently find place in his description, after that which is in reality 
their effect and not their cause. 

Again, so intimate are the relations maintained between all parts of the 
body, that it may not be in the very locality in which disease has commenced 
* that symptoms of its presence first arise ; and hence sometimes the first feeling 
of illness does not directly point to its true seat. This must be corrected by 
_ knowledge of the theory of disease, and the various symptoms by which it is 
accompanied. 

With these qualifications, the first real deviation from health is of much 
value in leading us back to the true seat of disease. 

5. Most diseases have a certain established course, which, either in broad 
and general outline, or even in minor detail, is followed by all the examples 
coming under observation; and although we cannot prescribe the exact limits 
of these sequences, either in days or wecks, yet there are periods of greater 
or less duration during which certain phenomena must present themselves, 
or else our diagnosis has been utterly at fault. This fact forms one of the 
elements of prognosis, and points out its association with a just discrimination 
of the nature of a malady in the first instance. 
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CHAPTER III. 
GENERAL CONDITION OF THE PATIENT. 


Objective and Subjective Phenomena—General Symptoms ; Skin ; 
Pulse; Tongue; Bowels and Kidneys; Thirst and Hunger— 
i. Position or Posture — Sensations — Particular 

Lgns. 


WE next proceed to inquire into the general state of the pa- 
tient at the time of observation ; our information being derived 
from a consideration of all those phenomena which are not con- 
fined specifically to any particular organ. 


They are either objective or subjective. Objective phenomena are those 
changes in the condition of vital functions of which the observer becomes 
conscious by his own perceptions. They may occasionally point out the ac- 
tual seat of disease, but generally they acknowledge a variety of causes, and 
therefore only pave the way for further investigation. They are much more 
trustworthy than subjective phenomena, because to them we can apply the 
test of experience and comparison, which gives them a certain relative value, 
in all cases in which they are found. They are independent of the patient’s 
sensations or imagination, and are less under the control of his volition; they 
are therefore less liable to be simulated or exaggerated. 

Subjective phenomena have special reference to the sensations of the pa- 
tient ; they may, to a certain extent, express his consciousness of general 
derangement of health; but their more direct tendency is to point out the 
particular fanction which is disturbed, and hence the particular organ or por- 
tion of the body where disease is located. 


The two classes are in great measure inseparable. They may 
be divided into the four following groups :— 
1. General symptoms, as pertaining to— 
a. Temperature and dryness of skin ; 
b. Fulness and quickness of pulse ; 
c. Appearance of the tongue ; 
d. State of bowels and kidneys ; 
e. Desire for food and drink ; 


It is indispensable to. a-correct result that the whole of these 
should be always taken together, as the indications derived from 
one source serve to correct those drawn from another, and any 
one of them is valueless as standing alone. 

2. The general appearance of the patient :— 

a. Size, including emaciation, and increase of bulk, whether 
general or local; : 

b. Aspect of face, and expression ; 

c. Changes of color of skin, general and local. 
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3. His position, or posture :— 
a. In bed; the manner of lying—on the back, on either 
side; quiet, restless, &c. 
b. Out of bed; posture, gait, stiffness or loss of power of 
limbs. 


4. The sensations of the patient. 


§ 1. The indications of a general condition of system, derived 
from a comparison of the symptoms exhibited*by the skin, pulse, 
tongue, bowels, thirst, and appetite, serve to determine whether 
the condition be one associated with febrile disturbance or not; 
and in this view the intensity of one symptom is of very much 
less importance than the complete agreement of all. A mutual 
relation of some of them points out the opposite conditions of 
vigor or weakness, on which so much of correct treatment de- 
pends; while their harmony or inconsistency is one of the very 
first elements in rational diagnosis. 

a. The temperature of the skin may be either colder or hotter 
than natural, and each of these conditions may be accompanied 
by moisture or dryness, This relation must always be taken into 
consideration; heat and dryness generally characterize febrile 
excitement, coldness and moisture indicate prostration and weak- 
ness ; a hot and moist skin, or a cold and dry one, are each of them 
less significant than their opposites. 


We have also to pay attention to the casual changes in external circum- 
stances by which its condition may be modified ; such as the effects of exer- 
cise or fatigue ; the temperature of the surrounding atmosphere, and the im- 
mediate consequences of exposure; or even the temporary effects of mental 
excitement. In ordinary changes of temperature, moisture, by a natural law, 
attends its elevation, dryness its depression; while these again react upon 
each other, evaporation producing coolness, and vece versd. In disease this 
association is sometimes, but not always, broken through; and hence, while 
a hot, dry, and pungent skin indicates a febrile state, a hot and moist skin 
may, or may not, be the consequence of disease, and its value can only be 
estimated by determining the causes which have given rise to it. Similarly 
a cold moist skin, in severe disease, is a most alarming evidence of collapse, 
and a clammy skin generally indicates debility, while a cold and dry skin is 
either simply the effect of exposure in perfect health, or is found, as the cutis 
anserina, at the moment of rigor in fever. 


b. The characters observable in the pulse are chiefly change of 
rate or frequency, of volume or fulness, and of force or firmness. 
These changes are, to a certain extent, expressive of really differ- 
ent conditions of system; but with reference to febrile action we 
have to consider their relation to each other, and to other con- 
ditions, especially that of the skin. It is from these two sources 
that we derive evidence of the difference between inflammation, 
or inflammatory fever, and simple or continued fever. The skin 
is more apt.to be moist when its temperature is raised by inflam- 
mation ; to be dry when it is the accompaniment of fever. ‘The 
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pulse has more frequency and less force in fever; greater force, 
and commonly less frequency in inflammation. These distinctions 
are all-important in treatment, but in diagnosis they do no more 
than give a general impression that one or other condition is most 
probably present. 


The age of the patient has an important influence over the fre- 
quency of the pulse; sex and habit over its fulness and firmness. 


The pulse may be quickened by mere excitement; the tongue may be at 
the same time coated from disorder of the bowels; but this condition must 
not be mistaken for fever, nor, if associated in a delicate female with pain in 
the left side, be taken as indicative of pleurisy. The state of the skin, as well 
as the absence of thirst and the character of the urine, will here probably de- 
cide against any such supposition. Acceleration of pulse, to be important, 
must be constant and persistent, not transient and varying with temporary 
excitement, &c. Certain chronic states are also accompanied by acceleration 
of pulse, such, for example, as heart-disease and phthisis; ‘and here again the 
indications from other sources, even without considering the special indications 
derived from its force or firmness, enable us to correct an impression of acute 
or febrile disorder. 

Changes in volume chiefly give rise to impressions of the pulse being full or 
empty, Jarge or small; but these are necessarily associated with conditions of 
hardness or softness, strength or weakness, which are expressive of changes 
in force. The impressions of this character are conveyed to the finger by the 
greater or less degree of compressibility ; the pressure required to obliterate 
the current. Deviations occurring within the limits of health generally com- 
bine fulness with firmness, weakness with smallness. "We do not expect to 
find a similar pulse in a man of sedentary occupation, and in one of active, or 
perhaps laborious, pursuits: the pulse of the female has neither the fulness 
nor the force of the other sex. And while these point to real differences in 
constitution, which guide us in the adaptation of remedies, they are not the 
less to be borne in mind in judging of the extent of deviation in disease. 


Certain names have been given to unusual combinations of the 
characters just mentioned, with which the student must make 
himself acquainted : thus smallness, with force, gives rise to what 
is termed a hard pulse, or, in extreme cases, a wiry pulse; large- 
ness, with want of force, to a soft pulse; emptiness and frequency 
to what is often called a rapid pulse. 


Irregularity of pulse has’ very important bearings upon special forms of 
toa but iz of Be consequence as a symptom of the general condition of 
the patient. y 


- e, The state of the tongue is to be noted with reference to its 
coating and its degree of moisture; and the latter is probably of 
more importance than the former in its bearing on our present 
inquiry. The characters of its coating vary in thickness, extent, 
and color or general appearance: it may resemble a thin coating 
of white paint, or of paste, or look like buff-leather; the fur may 
be limitéd to the back of the tongue, or the tip and edges alone 
are left clean and red; a red streak may be observed in the centre, 
or the organ has a general patchy appearance; lastly, the coating 
is either white, yellow, or dark and brown. Sometimes, on the 
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other hand, the tongue appears unusually clean, and has a smooth 
and peeled appearance, or is chapped, or marked by prominent 
papille. Hach of these conditions is, again, associated with dif: 
fering degrees of moisture or dryness. Sometimes the excessive 
moisture gives it an appearance of flabbiness or oedema. Its 
relation to the condition of the bowels must not be overlooked. 


No organ more quickly indicates derangement, however slight: in every 
state it sympathizes, and many of the variations just mentioned have especial 
reference to-particular forms of disease: but they have still greater signifi- 
cance, as symptoms of the general condition of the patient; the least import- 
ant being those in which the fur is confined to the back of the tongue, or is 
thick and yellow, and bears evidence of large accumulation. The moist, flabby, 
or cedematous condition is wholly opposed to the idea of febrile excitement; 
the red patch in the centre, and the peeled or chapped condition of the mucous 
membrane, are very important evidence of the form which a febrile condition 
has assumed, but they may be in various degrees exhibited without the exist- 
ence of fever, properly so called: on the other hand, a bright red tip and 
edges, or a dark brown fur, are more decidedly characteristic of fever. Asa 
general rule, dryness is more indicative of a febrile state than any appearance 
which the coating presents. Accidental circumstances must not be over- 
looked: a patient in a weak state waking from a short sleep after taking food 
will havé a dry tongue; one who has recently taken any fluid will have a moist 
one, in.cases in which neither condition is persistent or permanent. 


d. The state of the bowels and kidneys is at present to be con- 
sidered only in general terms, whether there be constipation or 
diarrhoea, abundant or scanty discharge of urine. These ques- 
tions must again present themselves in investigating the separate 
organs, but the knowledge of the condition of the bowels is here 
necessary to qualify the observations made upon the condition of 
the tongue; and the quantity of the urine has a similar relation 
to the existence of thirst. ‘ 


In discussing the diseases of the intestinal canal, we shall have to refer not 
merely to the great fact of the frequency of the stools, but their appearance 
and consistence will be found each to have a definite bearing on diagnosis. 
The existence of constipation or diarrhcea deprives a coated tongue of much 
of its importance, considered with reference to a general state of system. 
Hence the value of the observation is in proportion to the explanation it 
affords of the appearance of the tongue. It is also sometimes suggestive of 
disease in remote organs, of which the diarrhcea of phthisis, and the constipa- 
tion attendant on inflammation of the brain may be taken as examples. 

With regard to the urine it may be remarked, that while an abundance of 
pale limpid urine entirely negatives the idea of acute or febrile disease, an 
opposite state, its being scanty and loaded, although a constant concomitant 
of such disorders, may depend on a great variety of causes; and is of import- 
ance chiefly when conjoined with thirst. The special diagnosis must be defer- 
red to alater stage of the inquiry ; but in the present day, with all the advantages 
of chemical analysis, something more ought in all cases to be done, than merely 
to ascertain the amount of the secretion or the degree of its turbidity. 

e. In regard to thirst it may be stated, as a general rule, that the dryness 
of the tongue and the desire for liquids are proportionate to each other. All 
febrile states present this phenomenon in greater or less degree, and too much 
importance must not be attached to its presence, inasmuch as copious dis- 
charges from the bowels or kidneys invariably give rise to it, whether there be 
ever or not. The only chronic states in which it is very marked, are diabetes, 
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and its simulation, diuresis. In the former, it is accompanied by hunger even 
in a more remarkable degree. 

Loss of appetite is so common that it hardly needs to be inquired into, ex- 
cept for the purpose of noting as an important symptom the circumstance of 
the appetite being unimpaired in cases where other indications would lead us 
to expect it should have been lost. 


§ 2. The general appearance of the patient affords to the phy- 
sician very distinct indications of the nature of the disease, and 
of the organ in which it is probably located. This group ought 
to ‘be studied with care, because they are apt to lead to hasty 
conclusions. 

a, Alterations in general bulk are chiefly important as evidence 
of long-continued diseased action. Emaciation implies imperfect 
nutrition depending on a variety of causes, which are generally 
slow in their operation. It also sometimes supervenes very rapidly 
in acute febrile disorders; but here the cause is unequivocal. In 
chronic maladies it arises either from deficiency, from waste, or 
from: perversion of the blood-plasma or nutritive material. Hence 
it occurs in organic diseases of the abdominal organs, in suppura- 
tions and diabetes, in phthisis and cancer, in its greatest degrees. 


Along with some general resemblance in all these cases, there are certain 
special characteristics forming part of what may be called the physiognomy 
of disease, which materially aid an experienced eye in forming a diagnosis 
quickly ; but too much reliance is not to be placed on them, and their only 
use is in directing the practitioner where he is to look for disease, the nature 
of which must be afterwards determined by its own special phenomena. 

General increase of bulk, as obesity, is to be regarded as a diseased state, 
but it cannot be traced to any special organ as its source. It may also arise 
from universal anasarca, and in rare cases from universal emphysema. ‘The . 
doughy feeling of the one, accompanied by the remaining mark of the finger 
known as pitting on pressure, contrasts strikingly with the elasticity of the 
other, and the peculiar sensation of crepitation it conveys to the hand of the 
observer. ? 

It is worthy of remark that in what has been called acute dropsy, especially 
as occurring in children after scarlatina, the increase in size sometimes has a 
feeling of elasticity, and scarcely seems to pit at all. Firm continued pres- 
sure over a superficial bone, such as the tibia, will remove any doubt. In 
such a case, I have heard the suggestion thrown out whether the case might 
not be one of emphysema. ; ; 

Local changes of size are more particularly connected with local disease ; 
those which are attended by increase will be discussed separately under the 
head of morbid growths ; those characterized by emaciation have their source 
in imperfect nutrition of the part, and are merely the concomitants of some 
other more important lesion ; ¢. g., the wasting of a limb which is the subject 
of paralysis. — 


b. Aspect and expression are to be studied in their relation to 
the physiognomy of disease, of which they are most important 
elements. The former especially points to physical conditions ; 
the latter to the sensations of the patient, as revealed by the fea- 
tures. They are both of much value, but nothing further can be 
done here than to indicate the direction in which they must be 


studied. 
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Aspect tells of a general state—cachexia, the existence of tubercle, scro- 
fula, anemia, &c., that which accompanies cancer is frequently called malig- 
nant: it may be that of ill-ventilated blood, of dissipation, or of exhaustion. 

Expression, on the other hand, has more distinct reference to the nervous 
system. It may be tranquil, or indicate pain or anxiety; it may be listless, 
depressed, wandering, unmeaning, excited, or maniacal. But further, it is of 
use as a test of the reality of complaints made by the patient, or, at least, of - 
their exaggeration; and the rapid transition from smiles to tears in the hys- 
terical female is often a valuable sign. ‘ 

Both are to be noted with as much precision as possible, because they have 
an important bearing on the particular form which any malady has taken or 
may assume. The mind will naturally revert to them in confirmation of an 
opinion formed on other grounds, or as a cause for modifying a conclusion 
which other symptoms might seem to warrant; and the observant practi- 
tioner will always let them have their due weight in the treatment of the 
case. It is scarcely necessary here to remark that, of the two classes, those 
having reference to aspect are less liable to mislead than those derived from 
expression ; the former belong to objective, the latter are in great measure 
subjective phenomena. 


c. Alterations in color are in some respects more specifically diagnostic ; 
sometimes inseparable from aspect, as the waxy complexion of chlorosis, the 
pale puffiness of advanced albuminuria, the sallow hue of malignant disease, 
or the particular blueness of the nose and lips with dark-colored unaérated 
blood ; sometimes distinct from it, as the yellowness of jaundice, the muddi- 
ness of enlarged spleen, or the blueness of Asiatic cholera, and the eruptions 
of measles and scarlatina. / 

Local changes may result from a general state, as in scurvy or purpura, 
and the blue line of colica pictonum, or the specific color of syphilitic erup- 
tions ; from one partly local, partly general, in erysipelas or erythema, and 
the red patches over the joints in acute rheumatism or gout; or from a 
purely local state, as in the formation of abscess. 

Cutaneous diseases are all more or less associated with local changes of 
color, which must be particularized when this class of diseases comes before 
us. 


es 

§ 3. The fact that a patient is first seen in bed, or going about 
his usual business, serves to give a vague impression of greater or 
less severity of the attack, which may turn out to be very false. 

a. Position in bed is to be considered with reference to its 
being horizontal, or more or less erect; to the position of the 
limbs, whether flexed or extended, fixed in one position or moved 
freely about; to the quietude or restlessness of the patient in 
lying, or the maintenance of a constant posture, whether on the 
back or on one side. ‘These circumstances have reference chiefly 
to the state of the respiration, or to sensations of pain, which are 
aggravated by one position and relieved by another. 


In many instances the breathing is felt to be much easier when the head is 
elevated, and occasionally the horizontal position cannot be tolerated at all; 
to this last the name of orthopnea (erect breathing) is frequently applied. 
It is independent of frequency of respiration, which may attain to three times 
its average rate without any consciousness of dyspnoea, and while the patient 
prefers lying perfectly flat in bed; but it is generally accompanied by a certain 
degree of hurry of the breathing. Such a distinction is often to be seen in 
the effects of disease of the heart or aorta upon the respiration, as compared 
with those of lung disease in phthisis and pneumonia. Occasionally the free- 
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dom of breathing is more interfered with by inclining to one side than the 
other, and this generally when one lung is from any cause obstructed, and free 
movement of the ribs on the opposite side is sought to be obtained by elevat- 
ing the shoulder; this is seen in cases of extensive consolidation of one lung 
or effusion into one pleural cavity. But, on the other hand, pain on the dis- 
eased side may be aggravated by such a position, and therefore this indication 
is by no means a certain one. 

Then, again, pain of very slight character in a fanciful person is sometimes 
said to be aggravated by lying on the affected side; whereas pain of a rheu- 
matic character may be relieved by it. In congestion of the liver, although 
there be pain on the right side, a still more painful sensation of dragging is 
felt on turning to the left. In the pain of colic, the patient may receive so 
much relief from pressure as to be induced to lie on his face. 

Pain dependent on inflammatory action is always increased by pressure, 
frequently by movement, and hence we may generally conclude that it has this 
source, when it obliges the individual to maintain one constant posture. A 
“most striking instance of this is afforded by acute peritonitis, when the patient 
lies flat on his back, with his knees drawn up and afraid even to breathe, lest, 
by any possible movement, the pressure on the abdomen should be increased 
or the relation of the viscera disturbed. What a contrast is this to the effect 
of pain in colic! 

The absence of pain_or serious discomfort, on the other hand, induces a 
‘patient who has any feeling of weakness to lie quiet, without his being in any 
way constrained to remain in the same position. This, however, is very distinct 
from the stillness which is expressive of complete prostration, or of loss of 
muscular power; the one patient may be characterized as listless, the other 
helpless. It is impossible to describe all the differences in words, and yet, to 
the experienced eye, how instructive the observation! ‘Watch, for example, 
the apathy of the patient first seized with malignant typhus, and his subse- 
quent helplessness, and compare with them the quietude of the convalescent, 
and the powerlessness of the paralytic. Observe, again, the marked stillness 
of acute rheumatism, when, for example, the patient sees some one accident- 
ally about to touch a painful joint, and knowing that that touch is agony, yet 
he dare not move the limb out of danger. : : 

Information may also be derived from seeing the patient in bed, which may 
aid in determining the reality and amount of alleged want of power, by ascer- 
taining how far he can move those muscles in bed which seem to be useless 
when he is up. 

These and similar indications must only be trusted to in so far as they are 
borne out by other symptoms, and, in fact, derive their chief value from point- 
ing out the probable seat of disease and leading to further examination. 


b. Out of bed, the presumption is strong that the disease is not 
active or acute; yet this is not to be absolutely relied on, because 
of the difference in sensations and constitution already referred 
to, which lead one person to regard as trivial what is considered 
of serious import by another. An erect posture indicates a state 
of general health and strength, and freedom of respiration; a 
crouching one, general feebleness or labored breathing. ‘The gait 
may be halting on one side, or equally imperfect on both ; and 
here it is very important to notice whether the imperfection arise 

from stiffness or loss of power; in the one case the movement is 
firm and steady, though impeded; in the other, it is irresolute and 
unsteady. The features, too, are sometimes disturbed by paralysis. 

The action in rising up or sitting down is often of use in determining this 
point with reference to the legs; and in the upper extremities the manner in 
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which the limb droops, when raised by the hand of the observer, best discrimi- 
nates stiffness from loss of power. 

Paralysis will be subsequently discussed. Stiffness leads to inquiry into 
the state of the joints, and especially as to rheumatic affections. 

As a striking contrast to these conditions, we have the involuntary jerking 
movements of chorea, and the quick, hurried, and rather tremulous actions 
of delirium tremens; we may also observe the inconsistent proceedings of 
one completely delirious, and the perverse stupidity of the imbecile. 


24. The sensations of the patient have not much reference to his general 
state. They include those pertaining to temperature, of excessive heat or 
cold, feverishness or chilliness, which sometimes contrast strangely with the 
actual temperature of the skin; feelings of weakness, malaise, or pain; in- 
somnia, giddiness, or headache; shortness of breathing; hunger, thirst, and 
their opposites ;—all the subjective phenomena, whether related in the history 
of the case, or in answer to our inquiries regarding general symptoms, serve 
to point out the direction which subsequent investigations ought to take. 
We note not only their actual existence at the time, but also their previous 
occurrence in the past history of the case; both in their bearing on the gene- 
ral state of the patient, and in the light they may throw upon special patho- 
logical conditions, when the various organs subsequently pass under review, 
bearing in mind the sympathetic and indirect, as well as the more evident and 
more direct sensations. Sometimes they are such as we feel assured can have 
no existence in reality, and then we are led to inquire into disordered innerva- 
tion, distorted imagination, or perverted function of the brain. 


This is the proper period of the examination at which to in- 
quire what the patient has to complain of. We are preparing to 
enter into the investigation of the special phenomena of disease, 
and it is a good plan to ascertain, first, in what direction the sen- 
sations of the patient point. But it must be remembered that 
every person has a tendency to express a theory of his malady, 
rather than to relate the simple facts of which his sensations have 
made him conscious; not satisfied with the knowledge that such 
and such effects have followed, he always fixes his mind on what 
he assumes to be their cause, and when asked what he has to 
complain of, his answer is commonly framed in the language of 
this theory. The French physicians have a form of question 
which seems to me very well suited to avoid this evil; they ask, 
“Ou avez vous mal?” and it would be well to adopt something 
of the same kind among ourselves, rather to ask where is the 
complaint, than what it is. 


In making the observations which have just been detailed, it not unfre- 
quently happens that some particular or unusual condition is present, which 
has a more direct bearing upon the diagnosis of the disease; not, let it be 
understood, as a distinctive mark, or special diagnostic sign, but as a pheno- 
menon which, in the majority of instances, has been found associated with 
only one form of disease, or at least with a comparatively small variety of 
cases. Some of these are very distinct and unmistakable, while others 
scarcely admit of description, and are only learned by repeated observation. 
Even to the most practised eye, such signs are more or less uncertain, and 
the student should never place reliance on them: they are but solitary indica- 
tions, and his object should be to acquire accurate knowledge, which is only 
to be obtained by testing conclusions drawn from one series of observations 
by others which are as distinct from them as possible. The sources of fallacy 
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which especially affect all these special indications have been already noticed, 
and it is most essential to remember that they have no necessary or absolutely 
inseparable connection with any one single morbid state, to the exclusion of 
all others. The deeper seated the lesion in all these cases, the more liable 
are we to fall into error. It surely needs no argument to prove that instead 
of trusting to such special signs, a systematic examination of the whole 
symptoms cf the case may not only lead to the discovery of some other dis- 
. ease in addition to that which the particular sign, however truthful, may have 
indicated, but it may also point out peculiarities in the case under observation 
which a more cursory view must overlook; and with reference to treatment, 
both of these circumstances are of much importance. A few of the indica- 
tions just referred to, are here ranged under the four groups, into which the 
general symptoms have been divided, several of them having been already 
incidentally mentioned. 


Particular indications derived from Grouvr I. 
a. The skin. 


a. The skin feels peculiarly thin and detached from the subcutaneous struc- 
tures in phthisis ; and to a less degree also in similar wasting diseases. 
6. A feeling of fulness and tension exists in the eruptive fevers, amounting 

to a sense of hardness in erysipelas, and of grittiness in smallpox. 

y. The nails become clubbed and the hair falls off in tubercular disease, but 

_these circumstances are not limited to such cases: in secondary syphilis 
- the hair also falls, and during recovery from fever. _ 

6. Disease of the abdomen, especially of a tubercular character, is often 
accompanied bya dry, harsh state of skin, which is most marked in child- 
hood. 

z. The skin is remarkably moist and soft in delirium tremens. 

¢. The perspirations are profuse and sour smelling in acute rheumatism, 
but this is not specifically diagnostic as has been supposed ; in some of 
the most intractable forms of the disease, the odor is peculiarly rancid 
and disagreeable. Excessive perspiration of any kind is frequently at- 
tended with an eruption of miliary sudamina. 

n- Colliquative sweats are constant attendants on the latter stages of phthisis 
and on profuse suppuration, such as lumbar abscess. 

6. Rigor, as indicated by the cutis anserina, is the common precursor of 
fever; its recurrence at intervals, if not from the presence of ague, or its 
sudden supervention during any existing illness, is indicative of the for- 
mation of pus. 

x. The crackling feeling of emphysema, and the doughy character and pit- 
ting under pressure of anasarca, are each very characteristic. 

(See also changes of color.) 


b. The pulse. 

a. When frequent, the pulse is observed to be remarkably full in acute 
rheumatism, and generally firm in all acute inflammatory diseases. — 

B. It is hard and wiry in abdominal inflammations especially. 

y. It is weak in fevers, properly so called; either large and soft, or small 
and feeble. 

8. It is rapid and jerking in hemorrhage. j - 

zs. It is simply hard and unyielding in old age, and in all conditions of arte- 
rial degeneration. : py ere 

¢. The rapidity or shortness of the stroke is very observable as an indication 
of excitement. i ; 

y. Its frequency is most remarkable in acute hydrocephalus, varying with 
‘unappreciable causes, and generally uneven or unequal. oh 

6. It is still more unequal and depressed, or it is slow and labored, in cere- 
bral disease, especially where the case is marked by pressure on the brain. 

x. Irregularity of the pulse is most commonly associated with disease of 
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the heart, and, along with this, it is remarkably faint and feeble if there 
be mitral regurgitation. : 

A hammering pulse indicates aortic regurgitation. 

The pulse becomes imperceptible in syncope and in cholera, and more or 
less faint in all conditions of collapse. 

It is sometimes felt only at one wrist, when disease, chiefly in the form of 
aneurism, affects the origin of the subclavian, on the opposite side. More 
rarely, this circumstance is the effect of accidental obliteration. 


c. The tongue. 


O. 


6. 


The thin white even layer is generally indicative of slight gastric dis- 
order. 

The thicker coating, from accumulation, exists to its greatest extent in 
affections of the fauces, and less remarkably in conditions of general de- 
bility ; it has a creamy look in delirium tremens. 


. A peculiar buff leather appearance is presented in cases of enteritis and 


hepatitis. 


. A patchy tongue is often indicative of considerable irritation, or even 


partial inflammation of the stomach. 


. [ts yellow color is generally believed to be bilious; a dark-brown color 


exists only in malignant fever, and in hemorrhage from the mouth. 


. The shining and glazed tongue, especially when chapped, is very common 


in ulceration of the bowels. 


. The papille project most remarkably in scarlatina; the general surface 


being either coated or unusually red (the strawberry tongue). 


. A less degree of projection through a thin white coating often accompa- 


nies hysteria. 


. Aphthe and ulcerations indicate imperfect nutrition, and tendency to 


diarrhea. 


d. 1. The character of the stools. 


a. 
B. 


. They resemble rice-water in cholera. 
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Motions simply watery are the characteristic of diarrhcea, and their 
opposite, of a condition of constipation. 

Undigested food is sometimes seen in the stools. 

They are of an ochrey color, as well as thin and watery, in fever. 


The feces pass in scybalous lumps with blood or mucus in acute dysen- 
tery. 

Mucous and purulent discharges are seen in the same disease in its 
chronic form ; pure pus comes away when an internal abscess discharges 
itself by the intestinal canal. 


. The motions are black and pitchy when blood becomes mixed with the 


ingesta in the stomach, or upper part of the canal. 


. They are streaked, or more or less mixed with blood of more natural 


color in hemorrhoids, and hemorrhages low down in the canal. 


. The stools are clay-colored in deficiency of bile. : 
. They are sometimes frothy and yeast-looking, as if fermentation had 


taken the placewof digestion. 


. They may contain fluid-fat, which solidifies on cooling ; this is sometimes 


connected with pancreatic disease ; or, they may contain biliary calculi, 
intestinal worms, and even calculi from the kidney. 


. Occasionally the form of the evacuation is altered by passing through a 


strictured portion of the gut, when that is placed near its lower orifice. 


d. 2. The character of the urine. 


a. 


B. 


eee remarkably pale, limpid, and abundant in hysteria, but not persist- 
ently so. 

It 1s generally dark colored, with or without deposit on standing, in 
febrile states 
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y. There is a copious deposit on cooling, when the watery portion is defi- 


cient, and much acid is secreted, as in acute rheumatism. 


6. It gives a red stain to the utensil in disorder of the liver, in connection 


with the foregoing state. 


s. It presents a dark porter color in jaundice, from the presence of bile. 
_¢? It has a smoky color from altered blood when acid, and a pinkish hue 


when alkaline, in hematuria, becoming quite crimson when much blood 
is passed. 


y. The conditions of albuminuria, pyuria, and diabetes, the characters of 


& 
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ie, pee ueties and the effect of chemical reagents, will be afterwards 
noticed. 


. The appetite becomes— 
. Excessive in diabetes. 


Craving in mesenteric disease, or when intestinal worms exist. 
. Depyaved in hysteria—eating of chalk, cinders, slate-pencil, &c. 


. Fanciful in pregnancy; expressed as longings for certain articles. 


It is very variously altered in dyspepsia. 
. The name of bulimia has been applied to that condition which seems to 
consist in nothing more than extraordinary voracity. 


23. Thirst: 


. Is remarkably increased in diabetes. 


_-s--1t is very urgent in cholera, and also in a less degree in diarrhoea. 
y. Diuresis with uncommon thirst, when no sugar passes in the urine, is 


generally due to hysteria; it is not attended with hunger. 


Particular indications from Grovp II. 


a. 1. Emaciation seems to affect— 


a 


B 


. More especially the arms and thorax in phthisis, and the face least. 
. The lower limbs and the face in abdominal disease. 


y. It is most marked in the features in malignant disease. 


a. 2. Local increase of bulk becomes remarkable— 
a. When the upper half of the body is anasarcous and not the lower, or 


B 


when one limb only is cedematous. 
. When the head is enlarged in chronic hydrocephalus. 


y- When one side of the chest or the abdomen projects from effusion of 


fluid, or internal tumor. 


b. 1. The aspect is often very significant. 
a. A delicate appearance, with long fringed eyelashes, often serves to point 


out the tubercular diathesis. 


gp. The thickened als of the nose, and upper lip of scrofula are most marked 


y: 
é. 


in childhood. i : on " - 
The pallor of anemia is very important; it is waxy in chlorosis, and 
pasty in diseases of the kidney. 


A puffy appearance about the eyelids, along with anemia, is very gene- 


_rally the indication of albuminuria. 


&. 
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. The dusky flush of pneumonia, or 
. The hectic flush of phthisis. 
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The sallow hue of the malignant disease appears to be only another form 
of anemia. rarer ; 

The blue color, especially of the nose and lips, in heart disease and chro- 
nic bronchitis, is equally remarkable, and forms a striking contrast to 


The congested features and suffused eyes of typhus are exceedingly 
characteristic. ; 


. A bloated blotchy face generally indicates irregular habits of living. 
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b. 


u. The features undergo remarkable change in erysipelas, parotitis, facial 
paralysis, &c.” 


2. Expression. 

a. The face is remarkably anxious in disease of the heart, and in urgent 
dyspneea, e. g., laryngitis. : F 
g. It is at the same time pinched and contracted when there is much pain 

or suffering, especially in a vital organ. 


' y. Its immobility is most remarkable in catalepsy or in states of uncon- 


io) 


sciousness, and perhaps under the influence of spasm, as in tetanus. 

8. The opposite states exist in nervousness and hysteria. 

s. The expression of the countenance is most materially altered by the 
swelling of cedema or erysipelas. (Many of its characters have direct 
reference to the brain, in treating of which they will be further discussed.) 


. Alterations of color. 


a. The whiteness of the skin is remarkable in all the varieties of anzemia 
already noticed, and contrasts strongly in limbs anasarcous from albumi- 
nuria with those in which dropsy is connected with disease of the heart. 
It is also very striking in phlebitis (phlegmasia dolens). } 

B. There is a certain yellowness of the malignant aspect, which is distin- 
guished from jaundice by the pearly lustre of the eyes. 

y: ie yellowness of jaundice varies from a pale orange to a deep green- 

ellow. 

6. ecaiels of skin, when local, indicates congestion ; when general, is more 
frequently due to measles or scarlatina, or simply to febrile heat. It is 
the marked characteristic of erysipelas, erythema, gout, and acute rheu- 
matism. 

s. The skin has a muddy: hue in diseases of the spleen. 

¢. It becomes blue in Asiatic cholera; it is also blue in morbus ceruleus, 
and in forms of diseased heart and bronchitis. 

yn. It is livid in commencing gangrene; and it might also sometimes be called 
livid in disease of the heart. 

6. Spots and patches of discoloration are of value in recognizing certain 
ps! purpura and scurvy, colica pictonum, syphilis, and most cutaneous 
affections. 


From Group III. a very large number of particular indications might be 


drawn; we shall here enumerate only the more important. 


a. Position in bed. 


a. The head is elevated chiefly in disease connected with the heart, less fre- 
quently in diseases of the lungs. 

6. The head is leant forward when there is pressure on the trachea. 

y. The patient may be unable to lie down from pain of the head or giddiness. 

6. Lying on the back is the position of debility; it is then combined with 
listlessness ; it is also the position of paralysis, when it is combined with 
inability to alter it; and of stiffness and pain in acute rheumatism, when 
it is chiefly characterized by stillness. 

«. The same position is generally assumed in acute peritonitis, when it is 
combined with drawing up of the knees towards the abdomen. 

¢. The patient assumes a prone position generally only in abdominal spasm 
res colic; much more rarely in consequence of the pressure of internal 

umor. 

y. When fixed on one side, we may generally assume that the breathing is 
much obstructed in the lung of that side on which he lies. When he is 
unwilling to turn to either side, it is commonly from the sense of pain 
accompanying inflammation ; pressure produces pain on the affected side, 
while turning on the opposite causes a sensation of dragging, 
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b. Posture and gait. 


a. Inability to stand depends on weakness, vertigo, or paralysis; in the two 
former the patient reclines, in the latter he sits. ay 

8. The body is bent to one side in curvature of the spine, and also in dis- 
ease of the hip. 

y. The gait is quick in excitement ; 

6. Slow in debility ; 

e. Laborious, staggering, or uneyen, in diseases of the brain and paralysis. 

¢. It is stiff and halting in rheumatism and disease of joints. 

n- There is constant movement in chorea. 

0. ‘Tremor exists in nervousness, and more especially in delirium tremens; 
it is seen in fever, sometimes with what is called floccitatio; it also ac- 
companies severe rigor. 

x. Tonic spasm occurs in tetanus, in disease of the spinal cord, poisoning 
with strychnia, &c. When long continued, it is probably associated with 
inflammatory softening of the brain. 

a. Catalepsy is a peculiar form of tonic spasm; cramp is its mildest mani- 

--_festation. 

uw. Clonic spasm occurs in epilepsy, eclampsia, chorea, and hysteria; sub- 
sultus is also a form of clonic spasm allied to tremor. 

v. The muscular movements generally are exalted in mania and delirium, 
are diminished in idiocy and imbecility, are lost in paralysis. There is a 
certain restlessness sometimes belonging to hypochondriasis, and more 
rarely to hysteria, allying them with delirium in this external manifestation. 


Group IV., when applied as particular indications referring to disease in 
distinct organs, would include the whole of the subjective phenomena of dis- 
ease. Here we can only point out one or two which are remarkable for their 
indirect indications :— 


a. The contrast in genuine cholera between the corpse-like coldness of the 
body and the sensation of heat with which the patient is oppressed; in 
diarrhcea there is generally chilliness. 

B. As a sensation of an opposite kind, may be mentioned the common com- 
plaint cf chilliness in fever when the skin is burning hot. 

y. The sensations of the hypochondriac are opposed alike to the evidence 
of the senses and the conclusions of reason. 

5. A patient’s complaint of want of sleep is almost certain to be exagger- 
ated; the report of the nurse or attendant can alone be relied on. _ 

«. The sympathetic pains form an important group. Thus pain of the right 
shoulder may proceed from disease in the liver; pain of the sacrum, from 
disease of the uterus; of the thigh and testicle, from nephritis or neph- 
ralgia ; of the knee, from disease of the hip; of the meatus, from stone 
in the bladder, &c. ae 

¢. Complaints of pain are often exaggerated in persons of nervous suscep- 
tibility. 

Tn this enumeration let it be remembered that the circumstances 
detailed only give us hints of what we may expect, that they 
afford no certainty : and I think it will be found that the physician 

who is most familiar with such indications, and who sometimes 
astonishes by the rapidity with which he arrives at a correct con- 
clusion by catching up some such clue to the disease, is very often 
grievously in error. 


CHAPTER IV. 
FEBRILE DISEASES. 


Div. I.— General Febrile State—Fevers—§ 1. Continued Fever— 
Epidemiics—Cutaneous Spots— Subdivisions — Complications— 
§ 2. Remittent Fever—§ 38. Influenza—§ 4. Epidemic Cholera— 
Its relation to Diarrhea. 

Div. 11.— Hruptive Fevers—Measles—Scarlatina— Varioloid—Ery- 
sipelas. / 

Dry. I1.—Iniermittent Fevers. 


THE object in view, is to direct the student how to proceed in 
the investigation of any case submitted to him, in such a manner 
as may naturally lead td his forming a correct judgment regard- 
ing its nature and causes. With this purpose we have directed 
attention in the preceding chapter to certain signs and symptoms 
which have especially reference to the general condition of the 
patient, and have endeavored to show what conclusions may be 
legitimately drawn from them when taken along with the history 
of the case. We have also inquired what the patient has to 
complain of. The next step is to take a rapid survey of the 
various organs, and also to examine more closely any one in 
which evidence is given of an abnormal state by the sensations 
of the patient, or by facts elicited in inquiring into the history 
of the case. 

- A reference to the table of diseases shows, however, that there 
is a large class in which local disorder, as manifested by symp- 
toms belonging to particular organs, is only secondary and subsi- 
diary to the general disease. With regard to such, the most 
important facts are those which have a relation to the general 
condition ; and while the examination of the various organs 
must be by no means omitted, the evidence is chiefly negative. 
Occasionally more positive results are obtained, and then the 
examination must be more minute. The plan which I would 
venture to recommend, is to bear in mind the order of arrange- 
ment in which the organs are placed in our table of diseases, and 
to ask such general questions regarding each in succession as may 
lead to the conclusion that they are or are not in a normal state. 
We inquire whether there be headache, giddiness, or insomnia: 
whether there be pain in the chest, cough, shortness of breathing, 
or palpitation ; sickness, flatulence, &. The care with which this 
is done must depend upon whether the whole history of the case 
and category of symptoms correspond to the special disease 
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which we are inclined to assume as their cause, or whether there 
be anything unusual or unaccounted for in the notes of these 
which have been made. #5} 

The first point to be determined is the presence or absence of 
a febrile state. The best evidence of its existence is the combi- 
nation of general symptoms, pointed out in the early part of the 
preceding chapter, when there is also a history of a comparatively 
recent origin. When symptoms of fever are present in a case of 
longer duration, its history must be more closely investigated ; 
because, on the one hand, we may find that, with a certain amount 
of general or local ailment, the patient has been able to go about 
his usual avocations till within a very short period, when more 
severe illness has set in with rigors, alternate flushings, and chilli- 
ness, &c.; or, on the other hand, we may find that the fever is 
only an aggravation of long-continued suffering, and caused by 
exhaustion supervening. 

Rigor is an important, but not an essential, element in febrile 
disturbance; it attends on most acute diseases, but occasionally 
it isthot observed. When present, it often serves to mark the 
commencement of the illness, and is theréfore of value in the 
history of the case. Recurring frequently in the course of the 
attack, and described as “cold chills,” it is especially character- 
istic of continued fever. In inflammations it may frequently be 
observed in a severe form at the outset, and then is more com- 
monly absent till suppuration commences, when the occurrence 
of rigor is very significant. Its periodical recurrence is the chief 
distinguishing feature ofague. 

The next point for consideration is, whether these general 
symptoms make up the whole of the disease, or whether it accom- 

anies inflammation of some particular organ; whether (to use 
the hard words of science) the pyrexia be idiopathic or symp- 
tomatic ; and this can only be ascertained by the negative results 
obtained from examining in detail each of the various organs. 
A suspicion or guess may be formed from the circumstance, that 
when the skin is hot and dry, and the pulse feeble and frequent, 
we are more likely to have fever to deal with; and that when the 
skin is moist, the pulse firm and less frequent, the chances are in 
favor of inflammation. Pain, when complained of, may at once 
point out the seat of the disease when inflammation is present; 
but it is often absent; and in fever the sensation is only one of 
general pain or uneasiness, often spoken of as “ pains in the bones.” | 


Pain must be localized; that which is general, in the bones or in. the mus- 
cles, a feeling of aching rather than pain, often accompanies fever; when the 
joints are affected and the limbs are more distinctly painful and tender, rheu- 
matism is most probably its cause. 


The essential element of fever is so entirely beyond the reach 
of our present means of investigation, that its diagnosis is par- 
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tially imperfect. It must be made out to the satisfaction of the 
inquirer that no local disease exists of which febrile disturbance 
is a symptom, and that those local derangements which do exist, 
are the legitimate consequences of natural signs of the presence 
of fever poison in the blood. Hence, if any local disorder be 
present, of which pyrexia is not a symptom, that must be for the 
present set aside as not belonging to an inquiry into the causes 
of fever; and if no local inflammation be discovered, the febrile 
state must be taken as evidence of fever simply. 


DIVISION J.—FEVERS. 


Fevers are divided in the table into three groups; two of which 
are characterized by well-defined symptoms common to the whole 
of each group, viz. the occurrence of cutaneous eruptions and of 
regular intermissions. The remaining group, which we take first 
into consideration, has no such common symptom, and to these_ 
we have applied the generic name of fevers. It comprises many 
diseases belonging to tropical regions—plague, yellow fever, &c. 
We shall consider those only which are more or less common in 
this country. 


§ 1. Continued Fever—Accurate diagnostic signs, which in their 
totality give pretty sure evidence of. other diseases, scarcely exist 
in fever. Cases fall under our observation in which a state of 
general discomfort, with very slight febrile disturbance, lasting 
only a few days, with no disorder of any particular organ, must 
necessarily be called fever, or febricula; at the same time it is 
quite certain that, from ignorance, or from imperfect examina- 
tion, many cases are so classed which in reality ought to be called 
by some other name. 

The history of the case may occasionally show that the indi- 
vidual has been placed in circumstances likely to engender fever ; 
the fact of a previous attack of the same sort neither increases 
nor diminishes the probability of the present illness being fever. 
Its mode of commencement is very various; either there have 
been in the first instance some days of weakness and depression, 
and undefined feeling of illness, followed by rigor or cold chills; 
or there has been a pretty smart shivering to begin with, followed 
by considerable heat of skin. Loss of appetite is invariable, and 
observed early; thirst is later in its occurrence; headache is 

: Hee ods an early symptom, as well as a foul tongue and quick 
pulse. 

In reviewing the general symptoms in detail, we find that the 
temperature of the skin is generally elevated, except just at the 
moment of a gor, when it is peculiarly harsh and dry (cutis 
anserina). It has, in the majority of instances, a hot, pungent 
feeling ; but there are numerous exceptions, in which it is con- 
stantly or occasionally moist, nay, whole epidemics in which it is 
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invariably so. The pulse is always frequent. This may amount 
only to very slight acceleration, or it may reach to more than 
double its ordinary rate; it may be more or less large, but is 
always soft and weak, and sometimes very feeble. The tongue 
is invariably furred in the commencement ; subsequently, in some 
cases, it becomes peeled and chapped, having a tendency to be 
dry while fever lasts; in other cases the fur thickens and adheres, 
especially to the centre, leaving the edges bright and red; in the 
severer forms of the disease this coating is often brown, or even 
black, and sordes collect on the lips and teeth; thirst is com- 
plained of in these cases while consciousness remains, and thus 
its presence or absence may be of good or evil augury, as it indi- 
cates decrease of fever or diminution of sensitive perception. 
-The complications of fever as manifested in symptoms derived 
from the different regions, and the presumption they afford of its 
existence, will be referred to presently; but among the more 
‘direct evidences of fever we must regard the very common 
occurrence of derangement of bowels, as manifested in the diar- 
rheea dependent on enlargement and subsequent ulceration of 
the follicular glands of the intestine. When this is the case, 
the appearance of the stools greatly aids the diagnosis. Hither 
thin and ochrey; or darker, watery, and mingled with eurdy 
solids; or even black and pitchy, from admixture with blood: 
they are always highly offensive. Along with this there is very 
generally some tenderness in the cecal region, and a gurgling 
sensation communicated to the hand on making pressure there. 
But the circumstance that the motions are nearly natural in ap- 
pearance, and the existence of a certain amount of constipation, 
must not be taken as a proof that the disease is not fever. The 
urine is generally scanty, the appetite always lost, and the desire 
for fluids increased. 
Such are the leading symptoms of fever; their varying intensity 
may serve as a basis for classification, and they are all of much 
importance in treatment; but, while no one by itself is diagnostic, 
we observe that there is some derangement of each of those which 
are classed as general symptoms. Some are more important than 
others, but a perfectly normal state of any one must put us on 
our guard in pronouncing an opinion of the existence of fever. 
- Corresponding to the variations in symptoms there are differ- 
ences in the intensity of the affection, from its slight and transient - 
form, febricula, to its worst and most deadly. shape, malignant 
typhus. But, while no two conditions can be more widely sepa- 
rated, it is to be remembered that there are numerous intermediate 
links in regard to severity and danger, which are so closely allied 
together, and pass by such fine transitions into each other when a 
large number of cases is examined, that no absolute line of de- 
marcation can be drawn between them. 
There are certain modes of division, which, so far as they con- 
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cern diagnosis, must here shortly be referred to. Thus, there are 
epidemic, endemic, and ephemeral fevers. This classification 
cannot be regarded as of much practical value, as we know not 
that it corresponds to any real difference in the ultimate nature 
of the disease. We know not whether an endemic fever may 
ever become epidemic, nor by what circumstances such a change 
of character can be produced. The only importance of these dis- 
tinctions is derived from the observation that each class presents 
for the time being certain peculiarities, and the general features 
of individual examples have a degree of resemblance to each 
other. It is indeed surprising how great a similarity all cases of 
fever have to each other for a given time and in a given place, 
and how much they differ from casés occurring at another time, 
or in another locality. 


1. Epidemic fevers, spreading probably by means of some poison suspended 
in the atmosphere, are generally believed to possess the property of commu- 
nication by infection; with their specific characters the student should make 
himself acquainted by observation, as soon as possible, whensoever an epidemic 
begins to prevail. The epidemic typhus and relapsing fevers offer good ex- 
amples of this class. 

2. Endemic, or endemial fevers, not so clearly infectious, but arising appa- 
rently from some local influence, are generally found also to present, in each 
locality, distinctive characters, which must soon be familiar to a practitioner 
in any given place. 

3. Ephemeral fevers, breaking out quite unexpectedly, in consequence most 
probably of a sudden atmospheric change, and disappearing with the same 
rapidity, differ from the other two chiefly in their being comparatively less 
severe, and commonly marked by one prominent symptom. A very good 
example may be seen in the outbreaks of influenza. To this fever we have 
assigned a separate place in our classification, solely because its. symptoms 
are so peculiar, and its occurrence so frequent. 


Another mode of division is that obtained from the presence 
and absence of cutaneous eruption, and its special characters. If 
it be true that the same cause cannot engender a fever with, and 
one without spots, and if it be further true that the same cause 
cannot generate fevers with spots of dissimilar kinds, it is plain 
that the correct discrimination of fever spots would lead also to 
the true diagnosis of species of fevers. But this is not yet proved. 
And, at all events, the absence of spots altogether neither warrants 
the conclusion that the disease is not fever, nor that it belongs to 
a particular class of which this circumstance may be considered 
characteristic. Further, if it be true that these different species 
of fevers are prone to affect special organs more than others, and 
each species a different organ, it would be a most valuable indi- 
cation in treatment; but as this is yet sub judice, we must receive 
the probability with great caution, and only the more closely 
investigate the symptoms appertaining to each, forming ourjudg- 
ment of the character of the fever from their co-existence, rather 
than assuming their presence from the type of fever. 
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Tn a treatise on diagnosis it is obviously impossible to discuss disputed 
points in semeiology, and all that can be done in this place is to point out the 
different characters the spots are liable to present. In hospital practice, the 
patient often exhibits, especially about the neck and upper part of the chest, 
a number of minute puncta of a blood-stained appearance, perfectly unaffected 
by pressure with the finger, and having more or less of a triangular shape; 
when once observed, they can be easily recognized and distinguished. They 
are merely flea-bites, but they have this value in diagnosis, which is often 
overlooked, that the accompanying ecchymosis indicates depressed vitality. 
The true fever spots present three varieties, each of which may be mingled 
with petechie. 

1. A very copious, dusky, purplish-colored rash, which often accompanies 
epidemic typhus. A patient is found with rather a dusky color of face, de- 
pressed countenance, listless, or even partially unconscious expression, eyes 

_ suffused, tongue dry and brown, with a thick crust on the cemrtre, lips and 
teeth covered with sordes, skin dry and hot, but not pungent (the vitality 
being so much depressed) ; his pulse is quick and weak, and his movements 
are few and tremulous, or accompanied by subsultus. In such a case, the 
skin will very often be found covered with a mottled measly-shaped rash of a 
purplish or mulberry color, with no perceptible elevation, and of more or less 
persistence under pressure with the finger, becoming fainter, but not disap- 
pearing altogether; and, in the worst cases, passing into or mingled with 
ecchymosed spots, which are wholly unaffected by pressure. In the latter 
case, the coloring matter has actually become extravasated as in purpura, and 
to this the name of petechie is applied ; in the former there is merely a retar- 
dation or stoppage of dark-colored blood in the cutaneous capillaries. 

2. Perhaps in an earlier stage of the same case, or in a similar case, when 
the fever is not epidemic, this general rash is not seen ; but there are numerous 
distinct, rounded, scarcely elevated spots, not so dark, of a crimson color, 

with a similar character of persistence, not wholly disappearing under the 
finger. Occasionally one or two of these may put on a blacker color, and 
become altogether persistent by ecchymosis. 

These two classes mingle with each other. 

3. A third-sort of fever spots occurs in cases more commonly of an en- 
demic kind in which there is much less general: depression, rarely suffusion of 
eyes or congestion of face; subsultus is less frequently seen, the movements 
may be tremulous, but there is much less apathy and listlessness. The skin 
is hot and peculiarly pungent ; the pulse, more or less quick, is not so feeble ; 
the tongue, presenting at first very red edges, soon becomes peeled in the 
centre, is sometimes chapped, raw, and glossy, or, occasionally, with a dry, 
thin crust over the abraded mucous membrane—perhaps it is evenly and 
thinly coated, or has a patchy appearance, according to the condition of the 
intestinal tract ; diarrhcea is frequently present, and in such cases, when spots 
are found, they are few in number, three or four over the abdomen, rounded, 
slightly elevated, of a pink or rose color, and disappearing entirely under the 
finger, but returning rapidly as soon as the pressure is removed. 7 

These are generally of small size, but may sometimes be considerably larger 

~ than those already described as dusky spots ; occasionally, too, they are much 

more numerous, and the color becomes deeper ; they then assume some degree 
of persistence, but are very rarely, if ever, associated with, or transformed 
into, ecchymosis. By some mistake of nomenclature, these spots, and the 
fever they accompany, have been called typhoid (resembling typhus), because 
the symptoms of typhus are in great measure wanting. The term typhoid 
ought to be restricted to symptoms resembling typhus, in diseases of hetero- 
geneous type, not to homogengous diseases with distinctive characters. 
4. Petechial spots may occur towards the close, with no previous rash. 
5. In addition to these spots, we observe that some epidemics are accom- 
anied by miliary eruption, when there is copious diaphoresis ; just as so often 
en in rheumatic fever. They have this general relation to the others, 


64 FEBRILE DISEASES. 


that perspiration is necessary to their development, and appears to be opposed 
to the existence of true fever spots. 

Of this classification it is most important to note that there is 
no character of disease with spots of any one of the forms noticed, 
that may not have its exact counterpart in a case where there are 
no spots at all. Future observation will probably show whether 
there be any specific virus that produces one appearance or the 
other, as, in fact, their cause is yet quite undetermined. The 
coincidence, when they are present, is of great value in diagnosis; 
for it does not appear that they are ever seen in any other con- 
dition except that which we express by the term fever. What- 
ever light may be thrown by future investigation upon their rela- 
tion to internal organs, whether the hypothesis of two distinct 
fevers be confirmed or rejected, it is quite certain, from long- 
continued observation, that ulceration of the bowels seldom goes 
along with copious cutaneous eruption ; and, manifestly, the altera- 
tion of the character of the. blood in congestive typhus, with its 
dusky color of skin, and suffused conjunctive, is very different 
from that which may be so constantly seen as common continued 
fever, in the hospitals of all our large cities. The point at issue . 
is, whether these different conditions are caused by casual modi- 
fications of the same virus, or by antecedent circumstances aftect- 
ing the health of the patient, or whether they are only developed 
by two distinct fever-poisons. 

The features of these spots in extreme cases, as detailed by au- 
thors who hold the hypothesis of two distinct forms of fever, may 
be thus summed up. Typhus fever is that in which there is a 
copious mulberry-colored eruption on the extremities as well as 
on the trunk, beginning from the fifth to the eighth day of the 
disease, when there is no diarrhoea or abdominal tenderness. The 
name typhoid fever is applied to that form which is more or less 
accompanied by diarrhcea, with abdominal tenderness and disten- 
sion, and in which there is a scanty eruption of rose-colored spots 
confined to the trunk, beginning from the seventh to the twelfth 
ey of the disease, and appearing, few at a time, on successive 

ays. 

Another classification is derived from the prominent symptoms 
in the majority of the cases which occur simultaneously, and 
fever is spoken of as fever with head symptoms, fever with chest 
symptoms, and fever with abdominal symptoms. The name in 
most common use, both in this country and abroad, in connection 
with this division, is gastric fever, or abdominal typhus; and next 
to that, nervous fever. 

This brings us to the complications, symptomatic or simply 
concomitant of fever. The prominent feature of the disease must 
never be lost sight of, that it is not inflammatory. The blood is 
in a state of depressed, not exalted vitality. This is exhibited by 
lassitude and weakness, great in proportion to heat and dryness 


FEVER. 65 


of skin, and by feebleness of pulse, increasing in the ratio of its 
frequency ; it is a condition of asthenic pyrexia, in opposition to 
inflammatory fever, or sthenic pyrexia. oe 

Local congestions occur in its course; and in consequence of 
the irritation thus caused, a sort of inflammatory action may be 
produced. In the peritoneum there may be actual inflammation 
in consequence of ulceration or perforation of the bowel; but 
these secondary actions are not of the elements of fever. 

a. In the head we have delirium, insomnia, unconsciousness, 
coma. That these are not due to inflammation is proved by the 
history of the case. They have been gradually developed, be- 
ginning with restlessness at night, occasional muttering at that 
time, with perfect consciousness by day ; there has been no intol- 
erance of light; the headache is diffused and general; the pupils 
have not been early contracted; the symptoms have only attained 
in the later stages to their maximum, and even then they still 
continue to be much more marked at night; they are accompanied 
by listlessness and depression, as opposed to excitement. Deaf- 
nesS is a very common condition in severe cases of fever, some- 
times persisting, more or less, during the whole period of recovery. 
It would seem to be only one expression of the general obtuse- 
ness of all the senses, which is often so remarkable. 

b. In the lungs congestion almost always comes on more or less 
from position, and especially in those cases where the blood is 
most altered in character. This is not true pneumonia; it only 
degenerates into low inflammation in consequence of the stagna- 
tion of the blood in the pulmonary capillaries. Here, too, the 
history points out that cough and rusty sputa have not been the 
early indications of the attack, but have supervened during its 
continuance. A condition of the mucous membrane allied to 
that of the skin in fever may produce a certain amount of bron- 
chitis. This sometimes occurs early; but it will ‘be remarked 
that the febrile state is far greater than any that experience 
teaches us can be caused by bronchitis, however acute; in addition 
to which, the febrile state accompanying acute bronchitis, when 
it depends on an inflammatory condition of the membrane, is 
sthenic; that of fever itself is essentially asthenic. ‘The combina- 
tion of fever and bronchitis, bearing the name of influenza, will 
be noticed afterwards. ; 

c. There may be tension and tenderness of the abdomen. Here 
we have quite a different class of phenomena; for ulceration of 
the intestines is peculiarly a concomitant of fever—not in every 
case, but in so large a number of instances as to show that the 
affection of the mucous glands of the bowel—which, if unchecked, 
passes into ulceration—is a primary morbid state in certain forms 
of this disease. In some instances it would appear that, when 
other vital organs are more severely implicated, the poison re- 
mains in a quiescent state; and after death merely elevated pro-. 


. 
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minent patches of glands are found, while in other instances they 
rapidly run into a state of ulceration, Of this phenomenon it is 
still more true than of the passive congestions already noticed, 
that subsequently, a condition of real inflammation of a low type 
occurs; in fact, ulceration is itself an action of this kind; and as 
it extends to the other coats of the bowel, and especially the peri- 
toneal covering, the symptoms become more and more closely 
allied to abdominal inflammation. 

In its earlier stage the state of the stools shows the tendency 
to ulceration; and after a very short time slight tenderness comes 
on, which may be soonest detected in the right iliac fossa—often 
not noticed by the patient, not complained of, and not produced 
by slight handling, but shown to exist, when gentle, firm, deep 
pressure is made, by its causing a pinching of the features, and 
transient expression of anxiety, accompanied by a gurgling sensa- 
tion. Subsequently great tympanitic distension occurs from loss 
of muscular contractility, which is an evidence of more decided 
inflammatory action; and this may pass, by almost unnoticed 
gradation, into peritonitis, or may end in sudden rupture and ex- 
travasation of the bowel contents. The tongue, as already noticed, 
shows in such circumstances a tendency to peel, especially along 
the centre; it becomes red and shining, often dry at the same 
time, and subsequently, chapped, aphthous, ulcerated. 

It would appear that this state of tongue is sometimes unaccompanied by 
other general symptoms of ulceration of the bowels, and is not always present 
when we believe ulceration to be going on. It seems to depend on a general 
cause, affecting most commonly the whole mucous tract, at least as far as the 
ilio-czecal valve, but sometimes more limited and local. The one condition is 
not to be presumed to be derived from the other, 

The feces in this condition are thin, watery, curdy ; sometimes 
of an ochrey color, often very dark, and occasionally pitchy, from 
the presence-of blood derived from an ulcerated surface; always 

etid and offensive. When consistent or natural in appearance, 
we may be sure that ulceration is not going on. 

d. In addition to the severe kinds of bowel ailment accom- 
panying one of the more intense and well-marked forms of fever, 
an allied condition is found in milder cases, or what may be 
termed febricula, consisting of irritation of the mucous membrane, 
which may show itself in sore throat, or in gastric pain and ten- 
derness, or in diarrhoea. In all these conditions the distinction 
to be drawn between local disorder per se, and such disorder 
arising out of, and accompanying a general state, must be arrived 
at simply on the principles already pointed out—first, febrile 
disturbance, out of all proportion to the local disorder; second, 
its character being asthenic, as opposed to inflammatory fever. 

The character of the fevers of the present day most unques- 
tionably tends towards debility; and we rarely find a pulse that 
has even any degree of hardness, never one that suggests the 
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propriety of bleeding; the powers of life are wholly prostrated, 
the nervous centres are partially insensible to impressions from 
without, are unable to exert steady muscular movement by ener- 
_getic stimulus from within. But, if we trust the observation of 
men of judgment and experience who have preceded us, it was 
not always so; and at some future period the disease may again 
put on a more inflammatory character. 


The bowel complication so often seen has been a subject of considerable 
controversy of late years, with reference to the question of what circumstances 
determine its presence or absence. By the Vienna school, it is asserted, that 
a typhous element exists which finds its outlet either by this or by other 
channels; and, it is believed that, when typhous pneumonia or bronchitis 
exists, typhous exudation in the intestinal glands is more commonly absent. 
‘The French school, to whom we owe the name of typhoid, assumes the exist- 
-ence of two distinct diseases, as represented by typhus and typhoid fevers. 
To this has been added the distinction of fever spots already alluded to, which 
are supposed to be diagnostic of each. 

These subjects afford scope for the observation of the student, and, ere 
long, will probably be definitely settled. For the present, I would warn him 
against placing unjustifiable confidence in any theory, and remind him that 
the-question of importance in regard to the immediate treatment of any case 
is not which theory he shall adopt, but what phenomeria are actually present, 
and how he may best meet them by suitable treatment; whether there be 
congestion of the lungs, or ulceration of the bowels, not whether he has got 
typhus or typhoid fever to deal with. 

All the complications alluded to are apt to be overlooked or forgotten in 
the consideration of the existence of fever, and yet they are each of greater or 
less importance in treatment. And again, while exact knowledge of their 
true character is essential in arriving at the very important negative conclu- 
sion, that inflammation of some particular organ does not exist, their very 
presence becomes an additional corroboration of the belief, that we have to 
do with a case of continued fever. 


Under the general head of fever there are also classed, in the 
table of diseases, remittents, influenza, and epidemic cholera. 


§ 2. The name of remitient fever is applied to a disease peculiar 
to warm climates. It is now very generally believed to be only 
typhus as modified by atmospheric influences and the condition 
of the nervous and sanguiferous systems of Huropeans residing 
._ in tropical latitudes. It is unnecessary to enter on this subject in 

addressing students in this country. The same analogy holds 
with reference to the only fever of this type ever seen among 
ourselves—infantile remittent. ~ 
The excitable frame of childhood portrays more vividly the 
exacerbations and remissions which, even in adult age, are in 
greater or less degree observable in a case of continued fever ; 
and in them the remission becomes so marked, that for a time 
the disease seems almost to be gone. In truth, the prominence 
of this one symptom is no sufficient reason for separating this 
disease from the endemic fever of adults; and there is nothing to 
show that infantile remittent may not arise even from the infec- 
tion of typhus. The great question in diagnosis is, how to dis- 
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tinguish this, generally one of the more unimportant diseases of 
infancy, from the much more dangerous malady known as acute 
hydrocephalus, The same rule must be followed as in the study 
of continued fevers in adults; our conclusion must rest more on 
negative than on positive evidence. We have positive evidence 
of an acute febrile disease; we seek for negative evidence that 
there is not inflammation of the head, the chest, or the abdomen. 
The investigation of these points will occupy our attention at a 
future period ; and in the consideration of acute hydrocephalus 
reference will be made to the points of resemblance and differ- 
ence, in so far as they can throw light upon the discrimination 
of these two diseases, which are unfortunately often mistaken for 
each other. 


§ 8. Influenza.—This disorder is characterized by an irritation 
or inflammatory condition of the mucous membrane of the lungs, 
implicating also that of the nares and the conjunctivee; but, super- 
added to this, and constituting its essential feature, is the lassitude 
and exhaustion of fever. A common catarrh, or an attack of 
bronchitis, it is now the fashion to call influenza. In scientific 
diagnosis they ought to be distinguished; still, cases must occur 
in which these different diseases so merge into each other, as to 
render it difficult, or even impossible. Thus, in an enfeebled 
constitution the least disturbance may provoke symptoms of 
general derangement, with fever of an asthentic type, closely allied 
to influenza; exactly as more severe disease may in the same 
constitutions cause typhoid symptoms, or symptoms resembling 
typhus. The determination will be much aided by observing 
whether the attack occur as a solitary instance, or whether similar 
cases are numerous at the same time. 


It is unnecessary.to enter much into detail, with regard to the history and 

the symptoms. Whatever is true of common continued fever in its milder 
form, is likely to be true of this disorder, bearing in mind the great distinc- 
tion, that in the one the mucous membrane of the bowels is the subject of a 
peculiar affection, and in the other the mucous membrane of the lungs is the 
principal seat of morbid action. The history points out its recent commence- 
ment, even when supervening upon previous.ailment. The general symptoms 
indicate a febrile state; the aspect of the patient is more or less depressed; 
his sensations lead him to complain of a sense of lassitude and general dis- 
comfort, and of cough, tightness of chest, &c., such as are usually present in 
catarrhal affection. The chest symptoms are those of acute bronchitis. 
_ Influenza differs from continued fever with superadded bronchitis, chiefly 
in the greater prominence of the symptoms of irritation of the mucous mem- 
brane of the lungs, and the affection of the nose and eyes, as well as in the 
i poeta! milder character of the fever; but this is often only a question 
of degree. 


§ 4. Hpidemic Cholera.—This frightful disorder, which has come 
to us from the tropics, and has visited us so frequently of late 


years, is classed among the fevers, chiefly on account of' the in- 
creasing conviction that it is one of the acute blood diseases, and 
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the evident febrile reaction after recovery from the stage of col- 
lapse. It must be admitted, however, that in very many instances 
the fever, as such, is very slight in intensity, as compared with 
the previous depression; in others it is a formidable event, and 
not unfrequently the cause of the fatal termination. One cha- 
racteristic, which must not be lost sight of, is its epidemic 
influence; though we cannot exactly trace the manner of its 
propagation, it clearly follows the general laws of all epidemics 
—such, for example, as typhus, the commonest and best known 
of those of this country. 

- The history of the case may ultimately be the means of our 
learning its mode of propagation, as it has already served to 
determine that its cause is not simply an atmospheric influence 
floating about over our heads. In diagnosis it is of little service, 
except so far as it may preserve us from paying too much regard 
to the presence of collapse, as indicating cholera, when there is 
any other antecedent cause of exhaustion. Collapse is, in reality, 
only an accident, which may coexist with any condition of extreme 
depression—e.g., the colliquative diarrhcea of phthisis. 

The general symptoms in the commencement of cholera are 
very different from those commonly seen in fever. The skin is 
cold and clammy; the pulse feeble and not frequent; the tongue 
cold, moist, and not much coated; the stools remarkably copious, 
pale, and free from odor; the urine suppressed; there is almost 
always severe vomiting; and the excessive thirst is such as 
naturally results from the enormous discharges from the whole 
of the alimentary canal. As the disease proceeds to collapse, 
the symptoms increase in intensity, the coldness of the skin and 
its blueness or lividity become most striking; the pulse imper- 
ceptible; and the stools and vomit assume the characters of a 
thin, colorless fluid, resembling rice water. In reaction the skin 
sometimes remains cold for several days, and is, perhaps, never 
hot and dry, as in ordinary fever; the tongue becomes more 
coated; the pulse slowly returns, and is frequent and feeble; 
the diarrhcea ceases; thirst abates; and in favorable cases the 
urine, at first scanty and albuminous, is gradually restored to its 
normal condition. When this secretion is not re-established 
‘soon after reaction commenced, the issue will probably be un- - 
~ favorable. | 5 SEO 

The aspect of the patient is depressed, and the expression list- 
less, and there is a remarkable appearance about the eyes, which, 
during the existence of epidemic cholera, has often served to warn 
myself and others that an attack of diarrhoea would proceed _to 
the more fully developed disease. It is hard to describe in words; 
but consists of hollowness of the orbits and sinking of the eye, 
with a leaden color around, and alistlessness of expression. The 
color of the skin first assumes an earthy hue, subsequently pass- 
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ing into complete lividity, which lasts, especially on the hands, 
during the greater part of the stage of reaction. 

The patient makes little complaint of pain, except that depend- 
ent on cramps. By some the occurrence of cramp is regarded as 
the symptom which distinguishes cholera from simple vomiting 
and purging; it is simply an accident; a very common one truly, 
but one which may not occur in real cholera, and may be pre- 
sent when the case is unequivocally not cholera. There is no 
complaint of nausea, though the constant and urgent vomiting 
can scarcely be supposed to exist without it; there is also no 
complaint of pain with the purging ; the sensations no doubt are 
blunted ; but this painlessness is an important feature in the case, 
and it may even excite surprise on the part of the patient him- 
self, that such enormous discharges take place from the stomach 
and bowels, when he has so little feeling of internal derangement. 
In the beginning of an attack, the existence of diarrhoea without 
pain or griping, will cause the medical attendant to be on the 
alert; but, unfortunately, it has just the opposite effect with the 
patient, who cannot fancy that anything is seriously wrong when 
he has so little feeling of discomfort. Another remarkable fea- 
ture is the sensation of burning heat and oppression so often 
complained of, while the skin is cold and corpse-like ; the patient 
obstinately resists every attempt to raise the temperature by arti- 
ficial means, and, in the restlessness of the disease, throws off the 
warm blankets in which he is wrapped. 


Among particular symptoms are ranked the change of the natural sound of 
the voice into a hoarse whisper, the vox choleraica: and the circumstance of 
the tongue and the breath being sensibly cold to the hand of the observer. 
These facts may be interesting in any particular case, but, as they belong to 
the accidents of the disease, they must not be elevated into diagnostic symp- 
toms. 

The mental faculties are not obscured till an advanced period, when the 
pupils become contracted, the brain oppressed, and the patient comatose. 
pe 2 this, there is only a condition of restlessness of body.and inactivity 
of mind. 

During the existence of an epidemic of cholera there can be no difficulty 
in classifying the cases which present well-developed features of the disease ; 
but its march is attended by coincident diarrhoea, and there is in reality no 
definite boundary between the one and the other. Every link is filled up by 
cases of varying intensity, from the very worst of cholera to the mildest of 
diarrhea. The indications by which we are guided, the characters of the 
evacuations, the existence of collapse, and the suppression of urine, are not 
directly connected with the essence of the disease, and do not show where 
the line is to be drawn. Hence it is that one observer records a smaller 
mortality than another, because he includes a larger class of cases; and that 
Re a treatment appears to be followed by such varying success in different. 

ands. 

We have found the same obscurity in attempting to discriminate different 
classes of fever. But, while we cannot yet feel certain whether they arise 
from the same or from different causes, we have this remarkable difference 
between Asiatic cholera and sporadic or English cholera, that the one travels 
to us from the tropics, and never takes its rise in temperate climates, while the 
other occurs every year among ourselves. On the other hand, just as during 
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the presence of an epidemic of typhus, there is extreme difficulty in distin- 
guishing cases dependent on the epidemic influence from those naturally 
springing from endemial causes, which might have equally occurred during 
its absence ; so during an epidemic of cholera, there is often much difficulty 
in recognizing a case of simply severe diarrhoea. In the one case or the 
other the distinction is only based on the totality of the symptoms, placing it 
rather under one denomination than the other; and until we know something 
more of the real nature of the disease, we must not forget to give its due 
weight to the @ priort argument of its universality and its transmission from 
one place or person to another. In my own experience I have found that, 
when attention has been given to this point, distinctive characters have been 
observed which would otherwise have escaped notice. 


Division I].—ERuptive FEVERs. 


This class includes in our table of diseases four distinct forms: 
1, measles ; 2, scarlatina ; 3, varioloid eruptions; 4, erysipelas. 

There may be much difficulty in deciding whether a case pre- 
- senting itself with the general characters of fever, may not termi- 
nate In some cutaneous eruption. 

The probability is to be learned from the chances of exposure 
to infection, and also, in some measure, from the suddenness of 
the attack. The appearance of the eruption soon determines the 
point, and often has shown itself before the amount of febrile dis- 
turbance has been such as to call for medical aid. It is of im- 
portance to avoid mistakes in such matters, because an early, isola- 
tion of the sufferer may prevent the spread of the malady to other 
members of the family, and blame, greatly disproportioned to the 
extent of the oversight, is always awarded to the attendant who 
has not foreseen the possibility of the occurrence. 

In case of a sudden attack, the age of the patient has some 
bearing on the possibility of eruptive fever, because so large a 
proportion of these cases occur in early life. Inquiry ought to 
be made whether the patient has previously suffered from measles 
or scarlatina, or is protected from smallpox by vaccination. 


Children suffer more frequently from most of these fevers than adults. An 
attack of measles is rare after puberty, because*so few persons pass through 
the period of childhood without suffering from this disorder, and its recurrence 
is not 2 common event. The liability to scarlatina seems to be very greatly 
diminished in adult age. Unvaccinated children are especially liable to small- 
pox, if at all exposed to its contagion ; after vaccination, the liability again 
increases as age udvances, from twelve or fifteen up to twenty-five or thirty. 
Both in the modified and unmodified forms, a first attack of smallpox may 
occur at any period of life, but is very much less common after the age of 
thirty. Second attacks of all-these diseases are unusual, but exceptions are 
sometimes met with. LErysipelas, on the other hand, is not a disease of child- 
hood, and does not in any way guard the system against a second attack. 


The period of the illness, when the case is first seen, greatly 
aids in determining whether it may be one of eruptive fever or 
not; for, after three or four days, the chances of scarlatina or 
smallpox are almost gone—the eruption.of measles is sometimes 
deferred to the sixth day of the fever; but these are the extremes, 
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as the eruption is generally seen earlier. Definite rules are laid 
down in books; but these will be found in practice to be very 
frequently deviated from, if the history given by the friends or 
the patient himself be true. 

In the preliminary stage, the general symptoms are such as 
indicate a more active or sthenic type of fever than those which 
are not attended with cutaneous eruption: the skin is hot, and the 
pulse firm, and there is less of lassitude and depression. Cases of 
simple continued fever sometimes present similar symptoms in 
the early stage, and this may be accompanied by some general 
redness of the skin which is then apt to be regarded as the pre- 
cursor of eruptive fever ; it is, so far as we know, only accidental, 
and the progress of the case can alone determine its nature. On 
the other hand, in some of the very worst forms of scarlet fever, 
the general symptoms put on a typhoid type; and then the cuta- 
neous eruption is scanty, or may be even altogether absent; the. 
depression is great, and the whole system seems overpowered by 
the poison. Less frequently, an analogous condition is met with 
in smallpox, with this difference, that the cutaneous eruption is 
excessive in the early stage, but the constitution of the patient 
has not power fully to develop it; when antecedent blood-disease 
leads in such cases to the formation of petechiz, the diagnosis is 
very obscure. Suppression of measles seems to have more to do 
with the coexistence of internal inflammation than with the power 
of the miasmatic poison. 

The period of incubation, as it. is called, has no distinct charac- 
ters. During the incursion of the fever, before any cutaneous 
eruption has appeared, there are certain indications which, more 
or less definitely, point to what is about to occur—1l. In measles, 
it is attended with coryza. 2. In scarlatina, there is sore throat, 
and the appearance of the tongue is.peculiar. 38. In varioloid 
eruptions, pain in the back is present. 4. Hrysipelas is not 
marked by any special prodromata; there is a general sense of 
malaise, sometimes sore throat, and, not unfrequently, a dull, 
pei oe pain, or pricking sensation, in the part that is to be at- 
tacked. 


1. Coryza belongs also both to common catarrh and to influenza. In the 
former there is much less fever; in the latter, if the fever be equal, there is 
much more depression. The affection of the mucous membrane in measles is 
marked by injection of the conjunctive ; in catarrh and influenza it is more 
confined to the throat and bronchi. I have felt for a moment perplexed by 
the effects of a fit of crying in a young person with slight febrile disturbance, 
and the hint may be useful to others. : 

2. The sore throat of scarlatina is characterized by profuse redness of the 
fauces, without tumefaction to any extent in the first instance. That which 
sometimes accompanies simple fever presents less diffuse redness ; in quinsy 
it is always associated with much swelling. In all of these the distinctions 
derived from febrile symptoms are to be viewed in connection with the local 
state ; when the characters of scarlet fever most nearly approach to typhus 
the redness is most marked, and it has a livid hue; in quinsy, when the 
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swelling is so slight as to cause any doubt, the febrile state is scarcely appre- 


a The sodden tongue of quinsy has always but little analogy to that of 
ever. 


In a well-marked case of scarlatina, there are generally to be seen on the 
tongue a number of round elevated papille, which, in the early stage, protrude 
through a white fur, giving it a dotted appearance, and at a later period stand 
out from the smooth red surface, producing what is generally spoken of as 
the “strawberry” tongue. This appearance cannot serve for the diagnosis of 
doubtful cases, except, perhaps, in a retrospective view. 

3. The pain of the back in variolous attacks is sometimes most remarkable. 
It is more intense than any similar condition observed in ordinary fever, in 
which pains in the limbs generally are sure to accompany any local pain in 
the back, and depression is observed rather than excitement; the fever ex- 
isting prior to the eruption of smallpox, when pain in the back is felt, is usu- 
ally of an active form. A distinction between this local pain and that of 
lumbago, in the general acceptation of the term, may be drawn from its posi- 
tion : the latter affects the muscles at the side of the spine, and is, conse- 
quently, much aggravated by movement; the former is more central in situa- 
tion and is less affected by change of posture. The subject of nephritis will 
occupy us ata later period. Other causes of pain in the back are not attended 
with symptoms of fever. 


Hruptive fevers vary very greatly in intensity prior to the 
appearance of the cutaneous affection; and it fortunately happens 
that, when the fever is most severe, the local indications just 
mentioned are most striking. In slight cases, where the prac- 
titioner is most likely to be thrown off his guard, he is seldom 
called till the appearance of the eruption leaves no room for 
hesitation as to the cause of the attack. 

The eruptions present certain distinct forms, which, in their 
full development, become the basis of distinction between these 
diseases, as they also separate them widely from other forms of 
fever. Théir characters are, however, occasionally so obscure, . 
that, notwithstanding all the aid derived from antecedent and 
consequent symptoms, cases'do occur which are not free from 
ambiguity. The principal features are the following :— i. 

1. Measles.—The eruption consists of a mottled redness, which 
appears in the form of numerous rose-colored spots, papular, very 
slightly elevated, and grouped in crescentic patches; the eleva- 
tion scarcely perceptible to the touch, and without any sensation 
of hardness. It is first observed about the back and loins, and 
subsequently spreads until it covers the whole body, in most 
instances. 

2. Scarlatina.—Here we find a diffused redness, of more or less 
" prilliancy, especiaily affecting the front of the neck, spreading 
down on the chest, and also appearing at the bend of the elbow 
and on the legs, where, sometimes, it is more extended and gene- 
ral than on the upper part of the body. It commonly begins 
with the neck, and assumes the form of minute points of redness, 
which are in no way elevated, and rapidly coalesce. There is no 
feeling of hardness or appearance of boundary line, though the 
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eruption be of limited extent; it scarcely ever covers the whole 
surface, like measles. 

3. Varioloid Eruptions generally first appear on the face, pre- 
ceded by patches of redness, which have a hard, gritty feeling to 
the finger; upon these patches minute vesicles, more or less 
numerous, form; some, or all of them, acquire gradually a larger 
size, become filled with lymph, which passes quickly into pus, 
and are marked by a distinct depression in the centre. In modi- 
fied smallpox, after vaccination, the eruption may be very scanty 
indeed—may, perhaps, only show itself on the chest—and few or 
none of the vesicles ever enlarge to the appearance of variolous 
pustules, ; 

4. Erysipelas—a diffused redness, confined to a particular 
locality, with considerable tumefaction, and a sensation of super- 
ficial hardness, appearing much more commonly about the head 
and face than elsewhere. In deep-seated cellular inflammation 
there may be the same diffuse redness and tumefaction, but the 
sensation, on touching it, is rather that of tension than hardness: 
in the one, the skin itself is thickened by infiltration; in the 
other, the redness is only sympathetic, and the tension comes 
from the infiltration of the deeper lying structures, just as hap- 
pens in the redness over a joint affected by acute rheumatism. 


The degree of similarity which they present has led to cellular inflammation 
being called phlegmonous erysipelas; it has none of the characters of an 
idiopathic fever, which have led to our placing erysipelas among the eruptive 
fevers. It is referred, along with the remaining acute exanthemata, roseola, 
urticaria, erythema, and eczema, to the division of diseases pertaining to the 
skin and cellular tissue. This classification seems objectionable, inasmuch as 
all of these are dependent on constitutional states; but in the present state 
of our knowledge we must be content with such an imperfect arrangement. 
Any evidence of fever which these cases present only proves it to be of a 
secondary character, and they do not differ in having a constitutional origin 
from other skin diseases, which must be classed according to their prominent 
symptoms, not according to their essential elements. 

‘The more prominent complications of these several disorders have their 
uses in diagnosis, and therefore deserve enumeration. 

1. Of measles—obstinate bronchitis, which often runs on to the deposition 
of miliary tubercle throughout the lungs. 

2. Of scarlatina—suppressed action of the kidney, albuminous urine, dropsy. 

3. Of smallpox—pleurisy, or pleuro-pneumonia. 

4. Of erysipelas, especially in dissipated habits—head symptoms, very 
analogous to delirium tremens. It does not appear that these are necessarily 
inflammatory, but they may be produced by meningitis, which is probably 
erysipelatous in its nature. (See Chap. XII. Div. I., Mental Functions. @ 4, 
Delirium.) 


Division III.—INTERMITTENT FEVERS. 


The great distinction of this class of fevers is their perfect in- 
termission. All fevers are liable to exacerbations; and the remis- 
sions were considered in former times, no less essential than any 
of the other symptoms, such as hot skin, quick pulse, &. They 
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are now regarded rather as accidental, and dependent on extrane- 
ous causes, than as belonging to the necessary effects of the fever 
itself, when it comes under any of the classes already enumerated. 
But when complete intermission occurs, and when the patient for 
a long time feels tolerably well during the interval, the type of 
fever is wholly different. The history is, therefore, one of the 
most important guides to diagnosis. Ifa patient be seen just as 
the cold stage is passing away and the hot one commencing, 
during the first paroxysm, or if he have not sufficient intelligence 
to have marked the succession of its stages in a previous one, 
there is nothing to distinguish it from simple fever. The cold 
stage is more marked, and the heat of skin is out of proportion 
to the duration of the attack, and to the appearance of the 
tongue ; but this is not sufficient to distinguish it from the incur- 
sion of eruptive fever, or of some inflammation, until profuse 
perspiration follows and the complete intermission arrives. The 
absence of the special indications already pointed out, and of 
local pain, probably contradict such an idea; and we then inquire 
into the possible causes of the attack, and especially the exposure 
to local malaria in ague districts. . 

The rigor is generally intense, and the perspiration profase— 
such, indeed, as are never met with except in deep-seated suppu- 
ration ; and if there be no history of any serious derangement of 
health, which would of necessity accompany previously existing 
disease of any internal organ, there need be little doubt of the 
nature of the case. These symptoms are soon followed by com- 
plete intermission ; and, finally, the recurrence of the attack, after 
a longer or shorter interval, makes up the entire history of the 
disease. 

The completeness of the intermission, the disappearance of 
everything like fever in these cases, deserves especial observa- 
tion ; because it forms the most trustworthy evidence of the true 
nature of the disease. Delusive hopes, and perhaps mischievous 
treatment, are not unfrequently based upon intermissions which 
have an appearance of regularity, but are incomplete in other ° 
characters. The intermittents of the tropics do not so invariably 
follow this description ; but in this country, except the patient be 
worn down by oft-repeated paroxysms, I think it extremely dan- 
gerous in diagnosis to admit that any fever belongs to this class, 
simply because the remissions assume some regularity of type. 
The paroxysms in ague may recur at nearly the same time next 
day, when it is called quotidian ; on the third day, tertian ; or on 
the fourth day, quartan. These are all regular intermittents ; and 
an approach to regularity in the period of recurrence is the rule 
in the greater number of cases. Occasionally an appearance of 
irregularity is produced by anticipation or postponement of the 
paroxysm; the former in the commencement, the latter in the 
decline of the disease: the rigor begins half an hour or an hour 
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earlier or later on each recurrence. Another cause of an appear- 
ance of irregularity is the existence of what is called double-ter- 
tian : the paroxysms on the first and third day begin at the same 
hour, but on the second day the rigor comes on at some different 
period; and this is again repeated on the fourth day: it thus 
simulates an irregular quotidian. The curative treatment is now 
so quick and efficacious in the early period, that opportunities are 
seldom offered in this country of studying such phenomena. 

Sometimes the paroxysms recur at such irregular intervals 
that the disease must simply be called an irregular intermittent. 
These cases are rare; and when they supervene on previous dis- 
order, the possibility of deep-seated suppuration must be con- 
sidered and the judgment held in suspense, until their distinct 
recurrence on one or two occasions, and the condition of compa- 
rative health and freedom from disorder during the intermission, 
relieve the mind from such an apprehension. On the other hand, 
when serious derangement of health has preceded the first shiver- 
ing, irregular paroxysms are most probably caused by suppura- 
tion; and when the patient continues ill during the intervals, this 
probability amounts almost to certainty, even when we cannot 
make out its exact seat. 
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CHAPTER V. 
RHEUMATISM AND GOUT. 


$1. Acute Rheumatism—Phenomena—Obscure Oases—Oomplica- 
tions—§ 2. Subacute Rhewmatism—Fibrous—Synovial—Com- 
plications—§ 3. Muscular Rheumatism—& 4. Chronic Rheuma- 
tism—simulated by Neuralgia—by Disease of Joints—S 5. Gout 
—§ 6. Rheumatic Gout—Obdscure Natwre—Duration. 


_It has been already noticed that the objective phenomena 
grouped under position or posture have a direct bearing on the 
diagnosis of rheumatic affections. In general terms the indica- 
tion is derived from the limited movement of certain joints, 
either in consequence of the pain produced by motion, or of the 
stiffness arising from alteration of texture. Along with this we 
may observe swelling, thickness, or distortion, more or less marked 
in different cases. 

The history is simply comprised in an account of pain of 
longer or shorter duration, with or without the coincidence of 
general febrile disturbance; and in some cases the swelling of the 
joimt is more spoken of than its painfulness. The complaint on 
the part of the patient, that he is suffering from rheumatism, is 
very liable to mislead the medical attendant—no expression is in 
more common use, and none.more open to fallacy; the much- 
abused term, “inflammation,” is not more false in its application. 
The student should be especially careful to resolve all such state- 
ments by further inquiry into their true and simple meaning; and 
“rheumatism,” in the majority of cases, is no more than an asser- 
tion of the existence of pain. Another source of fallacy connected 
with the patient’s description is, that he speaks of having “lost 
the use of his limb,” when its immobility is due to pain or to 

“stiffness of the joint, as well as when it is caused by paralysis. 
‘Handling the limb is the most effectual mode of discriminating 
these three conditions. 

The history of the case may be also available for distinguishing 
between the various affections embraced under the head of rheu- 
matism, as it points out the severity of the sufferings and the 
duration of the attack, its limitation to one limb, or its transference 
to others. We should never omit to inquire whether there have 
been any previous attack of a similar character; both because of 
the bearing this has on disease of the heart, and also because the 
characters of the affection are apt to be less pronounced in pro- 
portion to the frequency of their repetition. ; 
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81. Acute Rhewmatism—tThe general symptoms indicate the 
presence of a febrile or inflammatory disorder; the sensations of 
the patient refer especially to the existence of pain. Our next 
step is to ascertain its locality—whether felt in the limbs, and 
spoken of as “pains in the bones,” so common in fever; or in 
some defined situation, as the effect of simple inflammation; or 
whether confined to the joints themselves. If the patient, in his 
description, follow it from one joint to another—the ankles, the 
knees, the hips, the wrists, elbows, and shoulders—we may be 
sure that the disease is acute rheumatism. 

In this form, the pain is severe—not coming in twinges, nor 
accompanied by startings (muscular spasm)—but continuous, 
aggravated by motion, and intolerant of pressure; sometimes so 
intense, that the weight of the bedclothes cannot be borne; every 
posture alike uneasy, the patient would fain alter it, but that the 
dread of increased suffering in the attempt commonly restrains 
him. Flying from one limb to another, or affecting all nearly 
alike, the wrist and ankles are more especially prone to suffer in 
acute rheumatism; and these joints are commonly tumid and ex- 
tremely tender, and marked by a superficial erythematous blush. 
Along with these evidences of general disturbance and local 
suffering the profuse perspiration, of a peculiar odor, distin- 
guishes it, in a most unmistakable manner, in its severer forms. 
But the student must remember that sour-smelling perspiration, 
though very constant in this disease, will certainly mislead him 
if the more essential indications be overlooked. ‘This acid odor 
has sometimes a certain rancidity combined with it, which, when 
present, is perhaps more diagnostic; in all cases, however, solitary 
signs are not trustworthy. The urine is usually more remarkably 
acid, and loaded with lateritious sediment, in this than in most 
other febrile disorders. 


Fever may run high, the tongue be foul, and the pulse quick, and the local 
indications of pain and swelling be very slight at the time of observation. 
This may be caused by various circumstances. 

a. The case may be one of continued fever, with slight rheumatism super- 
added. The pain will at no time have been intense, the limbs never having 
been rendered motionless from suffering; the febrile symptoms present some- 
what of an asthenic type; the pulse is weak as well as quick, and perspiration 
is less common. In acute rheumatism, it may be remarked, that the general 
symptoms of a febrile state differ in many important respects from those of 
continued fever, as they indicate a certain amount of inflammatory action; on 
the other hand, they form a striking contrast to most of the asthenic inflam- 
mations in the presence of excessive perspiration. ; 

b. In children, when evidence of the disease being acute is not wanting, the 
local affection may be comparatively slight, the joints, perhaps, never tumid 
or red, the patient tossing about in bed in such a way as to lead us to doubt 
whether there be any real inflammation of either ligaments or synovial mem- 
branes. Yet serious mischief may result by inflammation of the lining mem- 
brane of the heart or the pericardium. In forming a diagnosis in such cases, 
it is also to be remembered that children are not conscious that perfect still- 
ness will best remedy their sufferings, and the internal inflammation may 


SUBACUTE RHEUMATISM. 79 


prevent any external development of the disease. The continued or remit- 
tent fever of childhood is never accompanied by local pain, and, therefore, 
when pain in the limbs is observed as a concomitant of a febrile state, rheu- 
matic affection is at least to be suspected. a 

_ ¢, Not merely in childhood, but also among adults, the occurrence of severe 
internal inflammation will often abolish the signs of local affection of the 
Joints; and here we shall derive most aid from a careful inquiry into the 
patient’s previous state. In comparatively rare instances, the external signs 
of the disease only follow after the subsidence of some internal inflammation. 
These occurrences are most particularly associated with pericarditis; but 
endocarditis and pleurisy may also become causes of obscurity in febrile con- 
ditions connected with rheumatism. 

There is really little practical difficulty in recognizing a case of acute rheu- 
matism ; we have only to distinguish it from gout, and from the inflammation 
of the joints attending on secondary deposit; and their diagnosis must be 
more fully considered in subsequent sections. A first attack is generally the 
best defined: the patient is probably under thirty ; the redness of the skin 
confined to the part immediately over the joint, the pain and tenderness out 
of all proportion to the aspect of inflammation, and various joints suffering 
simultaneously. In any other than a first attack, the history of the former 
seizure may prove that to have been gout, and will naturally lead us to sus- 
pect that this, though less defined, is probably gout too. The previous occur- 
rence of either renders it probable that the present illness is not connected 
with purulent contamination of the blood. The history, again, of its com- 
mencement and progress, in gout or rheumatism, differs from that usually 
obtained in a case of pyzemia: in the latter, there is some existing suppura- 
tion or inflammation of veins or absorbents, which was, perhaps, recognized 
long before inflammation attacked the joints; and we are thus prepared to 
look for its occurrence; sometimes, however, the process is a very rapid one, 
and the attack exceedingly like acute rheumatism to the inexperienced. One 
or two points aid very much in the discrimination, as they are connected with 
the essential nature of the disease. The inflammation round the joint is more 
erysipelatous in appearance, and is combined with cedema, and the pain is 
less severe ; other parts, at a distance from any joint, are similarly affected ; 
or there may be inflammation about the eyelids, soreness of throat, &c.: the 
fever is adynamic, and the patient depressed; the inflammation constantly 
passes on to suppuration—which never happens in acute rheumatism. 

Delirium is occasionally associated with acute rheumatism, and we may 
satisfy ourselves, in the majority of cases, that it is not due to inflammation 
of the brain, but merely an evidence of deterioration of blood, or of labored 
circulation, consequent upon inflammation of the heart. : It can only cause 
anxiety when the disease has suddenly receded from the joints, and has not 
affected the heart; because, as will be shown when speaking of delirium, we 
may then possibly have metastasis to the brain. In the chest are to be found 
the most constant complications of acute rheumatism. By far the larger 
number of cases of pericarditis which have been recognized during life oceur 
in the progress of this disease, and a considerable proportion of the perma- 
nent valvular lesions may be observed to take their rise in rheumatic endocar- 
ditis, or may be traced back, with yery great probability, toit. The-condition 
of the heart must, therefore, be watched from day to day; we must also be 
prepared for the incursion of pleurisy ; and bronchitis sometimes becomes a 
serious and troublesome complication. Pa 


§ 2. Subacute Rhewmatism—When the febrile state is less 
marked, when the inflammation of the joints is less severe, and 
the number affected smaller, we have a form of rheumatism which 
has been called subacute. It may differ in no essential particu- 
lar from acute rheumatism, except in intensity; in no one symp- 

* 
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tom, probably, so much as in the amount of tenderness; there is 
generally considerable swelling, and, in some instances, a good 
deal of redness; but the exquisite sensibility of acute rheumatism 
is wanting. Some of the cases belonging to this class are of short 
duration, as if they were abortive attacks of the acute form. 
Some continue for a long period, and take on the characters 
known as rheumatic gout. Others, on the contrary, present this 
peculiarity, that the disease is in great measure, or entirely, limited 
either to one joint or to a single extremity. The symptoms con- 
nected with the local disturbance may be tolerably severe, but it 
remains fixed there, and the disease is commonly very obstinate 
and much prolonged in its duration. Such cases are liable to be 
taken for simple inflammation of the joint, or synovitis. The 
best guide in determining their nature is to be found in the his- 
tory of the case. Rheumatism almost always appears in several 
joints before it becomes located in one; and, on inquiry, perhaps 
we learn that the patient has had previous attacks of rheumatism 
or gout. The history of simple inflammation generally points to 
some accident or injury, acting as the exciting cause, or it tellsof , 
syphilis, with nodes or lichenous eruption. ‘he diagnosis is ne- 
cessarily imperfect, inasmuch as both diseases have an inflamma- 
tory character ; and it is remarkable that, in persons of gouty or 
rheumatic habit, the inflammation, set up by accident or injury, 
often assumes a specific type, just as we find inflammatory action 
modified, in other instances, by some peculiar diathesis of the 
patient, e.g., the scrofulous. 


The varieties of subacute rheumatism are chiefly distinguished by the cir- 
cumstance that, in some cases the fibrous structures around the joint, in others 
the synovial membrane, is the seat of the local inflammatory action. In acute 
rheumatism the two are more intimately blended; in the subacute form it is 
not difficult to distinguish the thickening of the ligamentous structures, which 
are firm and resisting, from the puffy elasticity and feeling of fluctuation com- 
municated by the presence of fluid in the cavity of the joint. The first is more 
frequently met with in the smaller joints of the wrists and fingers; the other, 
by far the most frequently, in the knee, where the accumulation of fluid is 
sometimes very remarkable. 

Among the complications of subacute rheumatism gonorrhcea is one of the 
most important, especially in the male sex. It is a very frequent association 
of that form in which the swelling and redness seem to indicate very acute 
action, while the absence of pain and of fever, and the limited nature of the 
affection, really lead to an opposite conclusion. 

A very serious affection of the brain is occasionally seen as a complication 
of synovial rheumatism, when, during its progress, the sudden absorption of 
the fluid is followed by delirium and coma. 

In subacute rheumatism affections of the lungs and heart are much less 
common than in the acute form. 

Synovitis is the disease which most nearly resembles subacute rheumatism ; 
and from this, as we have already seen, it can only be distinguished by analyz- 
ing the causes of the affection : the local action is the same in each. Other 
diseases of the joints are more liable to be confounded with chronic rheumatism 
under which head their distinguishing characters will be more fully considered. 

Here we have only to notice, that in certain cases in which the knee joint 
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is affected with absolute thickening and degeneration of the synovial mem- 
brane, the external aspect closely resembles that which is produced by the 
presence of fluid in synovial rheumatism. Thehistory of cases of joint-disease 
is generally obscure, and extends over a long period; their progress is insidi- 
ous, and they are especially distinguished from rheumatic affections by the 
absence of pain in their commencement. The degeneration of the synovial 
membrane last alluded to is, indeed, almost painless throughout: its shape 
sufficiently characterizes it as an affection of the synovial membrane, while 
the feeling of elasticity and absence of fluctuation show that there is no accu- 


mulation of fluid. 

§ 3. Muscular Rhewmatism.—Pain and stiffness of rheumatic 
origin may also attack the muscular structures. It occurs with 
or without attendant fever; but it cannot be supposed that, in so 
slight a malady, the fever is symptomatic, the two are rather 
coincident affections; and we must be careful to make out dis- 
tinctly that such is the fact; for when the pyrexia arises from a 
local affection, tension and hardness will be observed as well as 
tenderness, indicating the presence of the products of inflamma- 
tion, in the effusion of lymph or serum, and proving that the 
disease is not rheumatism. In the absence of fever, the disorder 
cannot be called “chronic,” because of its short duration and 
transient nature ; but we may call it “slight” rheumatism. Ina 
diagnostic point of view, we recognize the existence of pain, more 
or less constant, aggravated, or only called into existence by 
muscular movement; passive motion not beig attended with 
pain, as it is in rheumatism of the joints, except when, by anta- 
gonism, some muscle is called into action. 

This is one of the causes of lumbago, the most severe form of 
muscular rheumatism. Its diagnoses must not rest upon this one 
symptom, however prominent. Careful inquiry must also be 
made into the condition of the spine and the kidneys, which may 
each be the cause of pain in the loins. Muscular pains, uncon- 
nected with rheumatism. will occupy our attention at a future 
period. (See Chap. X. § 1.) 


§ 4. Chronic Rheumatism.—Pain and stiffness of the ligament- 
ous structures, often of long duration, with or without thickening 
of parts, and increased by motion of the joints or handling of the 
limb, when unaccompanied by marked tenderness or febrile 
action, is to be classed under the denomination of chronic rheu- 
Matism. 

It is not possible to specify, with any degree of accuracy, the 
exact element of this form of disease; but it is very important 
that the practitioner should be able to distinguish painful affec- 
tions dependent on other causes from those which, in the absence 
of positive indications to the contrary, must be regarded as rheu- 
matic. In the subsequent recurrence of the disease, patients 
themselves are often able to discriminate very exactly between 
the pain of rheumatism and that of other disorders, but too much 
reliance must not be placed on such statements. 
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The early history generally points to pain as the first or the 
only indication, altered form or structure being a later or second- 
ary effect. Occasionally it occurs as the sequel of an acute attack 
which has not been followed by complete convalescence, but more 
frequently it has no such origin; nor does it appear that the sub- 
jects of chronic rheumatism have been, in any large proportion, 
affected with acute rheumatism at former periods. It is much 
more common in advanced than in early life. Simultaneous 
affection of several joints, including the constitutional nature of 
the disease, is not so frequently met with in this as in other forms 
of rheumatism; nor are there any general symptoms constantly 
associated with it. The inquiry into the condition of other organs 
often brings to light disordered functions or impaired nutrition, 
which have an indirect but important relation to the disease, and 
are even more essential to its correct treatment than perfect 
knowledge of the local condition. 

When affecting the smaller joints, alterations of form are more 
frequently seen as its result than when the larger ones are espe- 
cially attacked, and, at all events, from their situation, the swelling 
or distortion is more readily perceived ; but:-its site is rather in 
the latter than in the former. The shoulders, the hips, and the 
ligamentous structures of the back are its common situations, and 
next in order, the knees, ankles, and elbows; in the hands and 
feet, the disease is more likely to be of a gouty nature, or at least 
to correspond with what is called rheumatic gout. 


With reference to diagnosis, we have to discriminate diseases accompanied 
by pain in situations where chronic rheumatism is usually met with, and dis- 
eases of the joints which are not rheumatic. The painful affections are chiefly 
neuralgic or sympathetic ; in the shoulder and upper part of the back, those 
connected with disorder of the liver and dyspepsia; across the loins, those 
produced by affections of the kidney; at the lower part of the back, in 
females, those associated with vaginal discharges and uterine disease ; while 
in the hip and thigh it is often very difficult toamake out whether the pain is 
of the ordinary rheumatic character or is dependent on sciatica, which itself 
may be only a manifestation of rheumatism. In all of these cases we derive 
great aid from the consideration, that in rheumatic affections the pain is in- 
creased by movement; each, however, presents peculiar characters, which 
serve to confirm our diagnosis. In disorders of digestion, the prominence of 
the symptoms bearing more directly upon the function itself; in nephralgia 
and nephritis the pain described as shooting down to the groin, thigh, or tes- 

. ticle; in uterine affections, the seat of pain corresponding to the sacrum, 
where movement cannot be its exciting cause; and in sciatica, the pain fol- 
lowing the course of the nerve down the back and inside of the thigh, serves 
to discriminate it from one spoken of as extending from the hip to the ankle, 
simply because all the joints of the limb happen to be simultaneously affected. 

_ The diseases of the joints do not properly fall under our notice in medical 
diagnosis, but yet it is very necessary we should be able to satisfy our own 
minds whether, in any given case, there be not some more definite disease 
going on than that which, for want of more accurate knowledge, we call 
rheumatic. We haye already noticed the degeneration of the synovial mem- 
brane, and we have still to mention ulceration of cartilages, scrofulous disease 
of bones, and caries of the spine. In regard to all we observe, that their 
course is very protracted, their commencement insidious, and that they are 
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chiefly characterized by absence of pain in the early stage; pain, when it 
does come on, is shooting, transitory, and frequently attended by starting of 
the limbs ; it is only in the advanced stages that it presents any permanence 
of character. We may further observe, not only that there is absence of pain 
in the quiescent state, but that cautious movement does not bring it on, 
while the slightest jar, causing concussion of one bone against another, is 
sure to cause pain, and that sometimes of very severe kind. The patient who 
cannot bear his own weight on the ground while perfectly motionless, is capa- 
ble of much movement in bed without suffering, when the pressure is removed 
from the affected joint.. A very frequent source of obscurity in the early his- 
tory of these cases is the circumstance that pain is not referred to the joint 
itself, but to a more distant one, in which it is only sympathetic ; this point, 
when ascertained, serves as an additional ground for diagnosis. The age and 
aspect of the patient are suggestive with reference to the nature of the affec- 
tion ; thus we look for disease of bone in the young and delicate, ulceration 
of cartilages in the early part of adult life, and chronic rheumatism after its 
middle period, in persons who are fat and flabby or cachectic and anemic. 
In caries of the spine, the early progress of the case is scarcely marked by 
any feature which can distinguish it, till the prominence of one spinous pro-. 
cess at the seat of pain indicates the irreparable mischief which has already 
taken place. In connection with this we must not forget that lumbar and 
psoas abscess, or deep-seated pelvic inflammation and suppuration, when 
advancing slowly, are apt to simulate rheumatic affections of the loins and 
hips. 

In chronic rheumatism we chiefly meet with two important complications, 
which seem each to have more or less to do with its development when pre- 
sent—constitutional syphilis and granular degeneration of the kidney. It is 
also intimately connected with mal-nutrition, whether tending to accumula- 
tion of fat or to general cachexia. ee 

§ 5. Gout—tThe researches of recent times have gradually led 
to the discovery of an important element in gout—the presence 
of an excess of uric acid in the blood. This knowledge holds 
out a prospect of our arriving ultimately at more accurate diag- 
nosis; at present it is only in the hands of a few that such a 
chemical test can be relied on. But we may derive, from the 
mode of its attack, pretty certain indications of the nature of 
this disease. : 

In regard to history, an attack of gout is usually ushered in 
by dyspeptic symptoms and feeling of discomfort, for some period 
before it becomes localized in the joints; and this, it may be re- 
marked, is not generally the case with rheumatism. Further, in 
the first seizure, the pain and redness are almost invariably con- 
fined to the smaller joints, especially those of the foot. In any 
subsequent illness, where the evidence is at all indistinct, the 
manner of its first incursion must be carefully inquired into, 
because the statement of the patient that he has previously suf- 
fered from either gout or rheumatism is generally not trust- 
worthy. | a ae) 

When the joint is already attacked, and this is very commonly 
the great toe in the early seizures, the disease is marked by intense 
pain, redness, and inflammatory swelling, just as in acute rheuma- 
tism; but there is no great amount of inflammatory fever. If it 
tend to pass from one foot to the other, it does not fly from joint 
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to joint all over the body, but, as it appears in one extremity, it 
usually recedes from the other. The pain is commonly aggravated 
at night. There is none in the shoulders, the hips, or the knees; 
and while, in these respects, it resembles the abortive attack of 
rheumatic fever which we have described as subacute rheuma- 
tism, confined to one joint or to one extremity, the inflammatory 
action of that is very much greater in intensity and painfulness. 
In a few words, the condition of the joint resembles that seen in 
acute rheumatism, while the state of the patient is more analo- 
gous to the subacute form of the disease, in the absence of fever, 
. perspiration, &c. 
It is very rare that a first attack should localize itself anywhere 
but in the foot; and this fact, therefore, becomes a great help in 
determining the nature of subsequent illnesses, when the hands, 
or even the knees, the shoulders, and the hips may be the seat of 
the gouty paroxysm. Repeated attacks of gout very frequently 
leave chalky deposits in the textures around the joints, and these 
serve as landmarks to distinguish cases which would otherwise 
be very perplexing. The more frequently the patient has suffered, 
the less defined does the character of each seizure become, until 
the description of the case, but for these two circumstances, is 
scarcely to be recognized as at all different from subacute rheu- 
matism. All the conditions are then greatly modified; the pain 
and swelling are less severe; the number and variety of joints 
implicated much increased. 


Gout can scarcely be confounded with the local suppurations in and around 
the joints seen in pyemia, the general disturbance of suppurative fever being 
so different from the dyspepsia preceding gout. It may be useful to add that, 
while the redness and swelling are in both cases well-marked and of limited 
extent, the one is a much more painful affection than the other; it is quite 
remarkable how very little suffering is occasioned by these secondary suppu- 
rations. 

The history of any previous seizure may be made available for diagnosis 
by a comparison of the age of the patient with the date of the first appear- 
ance of the disease. Gout seldom shows itself before the middle period of 
life, while a first attack of acute rheumatism is rarely met with after that age. 
The different duration of the attack in each case should also be borne in mind. 

Along with these we must take into consideration the habits and aspect of 
the patient; for, while it is true that no degree of abstemiousness will serve 
to ward off the occurrence of gout when the predisposition is strong, it is 
pPaeesHouehly among the over-fed and the plethoric that it is most constantly 

ound. 

No positive rules of diagnosis can be laid down for determining the nature 
of what has been called erratic or unfixed gout; but we shall very generally 
be right in concluding that anomalous cases of disorder in gouty habits are 
more or less due to, or modified by, the excess of uric acid. 

Gout is especially associated with disease of the kidney; and so frequently 
has this been observed that some pathologists have spoken of the gouty 
kidney, a phraseology which is highly objectionable. We may be also pre- 
pared to find other ill effects of intemperance in those who have brought on 
eschne this painful infliction, but none of them have any definite relation 

0 it. 
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§ 6. Rheumatic Gout—We cannot refuse a separate place in 
our classification to a disease which, though its place in pathology 
be as yet undetermined, is very well marked in particular cases. 
The peculiar twisting and distortion of the joints in persons who 
have suffered for any length of time from its effects, is such as 
cannot pass unobserved by any one who is familiar with the 
aspect of disease. 

In its early history it partakes most of the character of sub- 
acute rheumatism. It differs from an acute attack chiefly in the 
absence of fever, and in the circumstance that comparatively 
few of the joints are under its influence at the period of its com- 
mencement; there is a good deal of swelling, and perhaps of 
redness, of one or two joints, but these are not marked by the 
extreme tenderness and pain so distinctive of rheumatic fever or 
of gout; while the local inflammation is more decided than in 
the subacute form of the disease, if we except a few cases which 
we have characterized as abortive attacks of acute rheumatism. 
If due consideration be given to these circumstances, the practi- 
tioner- will be prepared for the incursion of a most inveterate and 
most hopeless malady. And, let it be remembered, that diagnosis 
has in this case very much to do with prognosis; where we re- 
cognize rheumatic fever, we know that, except the heart become 
implicated, the patient will be in a few weeks at most, as well as 
ever, and that he is not very much more liable to a second attack 
than his neighbors ; when gout is clearly established, we are sure 
that the patient will be, for a time, in better health than usual 
after the present pain and distress have subsided; but that all 
the care possible will scarcely serve to ward off a second attack; 
when we have only subacute rheumatism to deal with, we look 
for either a trivial and passing affection, or for a lingering illness, 
as we find less or more of local action; but, with rheumatic gout, 
we ought to know that our patient is exposed to protracted suf- 
fering, and is liable to remain a cripple for life. When this is 
not foreseen, much discredit may unnecessarily be brought on 
the profession—much undue praise be given to the quack, into 
whose hands such cases are very apt to fall; he will not scruple 
to throw on the regular attendant the blame of all the mischief 
which has happened, and claim for himself the credit of any im- 
provement which, under favorable circumstances, nature herself 
may slowly produce. os 

As the disease proceeds, its peculiar characters begin to develop 
themselves; the swelling subsides in some measure; the redness, 
if any, is gone from the joints first attacked, but they remain stiff, 
tender, and useless; while others, in succession, become the seat 
of inflammatory action; until, at length, the unfortunate patient 
is reduced to a condition of utter helplessness. When convales- 
cence has slowly been established, as it may be, after either 
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months or years of suffering, considerable distortion and perma- 
nent stiffness are the invariable results. 

Observation seems to prove that this form of disease is especially 
prone to attack females at the two great periods of the commence- 
ment and cessation of the menstrual functions. Itis also frequently 
associated with constitutional disorder, in the form of scrofula, 
tubercle, or disease of the kidney; but we know not in what re- 
lation they stand to each other. There is good ground for the 
belief that its permanence is in great measure due to the super- 
vention of local disease upon the primary constitutional disorder ; 
and for this reason it has received from some authors the name 
of “Chronic Rheumatic Arthritis.” 
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CHAPTER VI. 
DISEASES OF ADVENTITIOUS ORIGIN. 


Characteristics of the Class—Dtv. 1—Poisoning—§ 1. Common 
Poisons—Irritant— Narcotic—Gaseous—§ 2. Animal Virus— 
Syphitis—Hydrophobia— Glanders—§ 8. Oolica Pictonum. 
Diy. Il—Hntozoa—§ 1. Echinococcus—§ 2. Intestinal Worms. 


IN all the diseases which have hitherto come before us we have 
found that the element of disease is more or less beyond our reach. 
Hach group of symptoms, when complete, stands quite apart from 
any other group; and we are sure that it has its own separate 
and distinct cause in some contamination of the blood. This may 
be solely produced by external agents, as in the intermittents; 
or, while partly derived from without, the poison may be in part 
generated, or multiplied, in the body itself—as seen in typhus 
fever, the exanthemata, &.; or it may be entirely generated in 
the body, as in rheumatism and gout. To the congeries of symp- 
toms thus observed along with the supposed cause of their exist- 
ence, the name of the disease is applied. 

We now come to a class of diseases in which, in addition to 
our knowledge of the symptoms, we can, in certain cases, take 
actual cognizance of a foreign substance which originates them. 
It includes those commonly known as the effect of poisons— 
whether animal, vegetable, or mineral; and those parasites which 
infest the internal organs, the entozoa. 


Division I.—POoOIsoNnIne. - 


The class is an inconvenient one, so far as the principles of diagnosis are 

concerned, because the symptoms may be general or they may be quite local ; 
they may be rapid in their access, or very slow in their progress; they may 
de almost entirely independent of the peculiar nature of the poison, or they 
may be specific, just as they consist of vital actions set up by the presence of 
a foreign body or of special perversions of function or nutrition which are in- 
duced by it. Their only point in common is the ky Ria such can be 
obtained, of a poison actually reccived into the body. hen this is known, 
and the symptoms follow in the succession in which experience has taught 
that they ought to do, the diagnosis is complete. : 
__ The class is also imperfect in a scientific point of view, because one at least 
(syphilis) has a tendency to increase by a process of development after its 
admission. It thus might, perhaps, be more justly ranged along with the 
zymotic poisons, were it not that it is clearly separated from them by the ab- 
sence of febrile disturbance, and the necessity for actual contact in order to 
its introduction. The vegetable and mineral poisons have no such power: if 
life be not destroyed, and the source from whence they are derived be cut off, 
in course of time they will be eliminated. 
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8 1. Poisons; properly so called—It is not the purpose of this 
work to enter on the field of medical jurisprudence; and there- 
fore we must content ourselves with a general outline of the points 
which may serve tv discriminate a case of sudden illness from 
one of ordinary poisoning. . 

Much may be learned regarding the nature of the attack, inde- 
pendently of ascertaining the fact that poison has been taken, by 
a careful inquiry into the antecedent circumstances. Among them 
stands, first, the suddenness of the seizure. We are led to inquire 
if there have been any premonitory symptoms—any ailment prior 
to its occurrence; how the patient was last engaged—whether he 
had taken food, drink, or medicine; who was in his company, 
&c.: and, in order to be prepared to give evidence, if called upon, 
it is wise to mark every circumstance about the patient, anything 
remarkable in the room, among the attendants, &.; and to be 
careful that nothing be thrown away. The order of the pheno- 
mena is to be noted, so far as we can collect it from the statements 
of others, or from our own observation. 

His general condition next occupies our attention; the absence 
of fever; a condition of collapse or depression; of sickness or 
vomiting; of pain; of excitement or delirium; of tetanic spasm 
or convulsion; of unconsciousness, insensibility, or coma. These 
must be contrasted with similar conditions arising out of various 
diseases, in order to ascertain whether any sudden internal lesion 
could have caused the group of symptoms presented. It is scarcely 
necessary to remark, that those diseases (e. g. cholera) which in 
the suddenness and intensity of their attack resemble cases of 
ordinary poisoning, may often be discriminated by their epidemic 
character. A few special indications of the more important classes 
of poisons may be here pointed out, in order to guide the student 
in his investigation of cases of this nature. : 

a. Irritant poisons produce irritation of the mouth, throat, and 
stomach. This may amount to actual corrosion, or consist merely 
in a burning sensation on the tongue and constriction in the 
throat; perhaps it may affect the larynx, causing hoarseness; or 
there may be acute pain in the stomach, which is afterwards asso- 
ciated with tenderness to the touch. The latter is usually dis- 
tinguished from peritonitis following on rupture of the stomach 
by its much more local character and its lower degree of inten- 
sity; except, perhaps, when a corrosive poison has been taken, 
and then the indications in the mouth and throat are conclusive. 
Rupture of the stomach most commonly follows upon a long train 
of dyspeptic symptoms indicating ulceration, or a violent blow 
after repletion. Vomiting and diarrhcea are usually the concomi- 
tants of irritant poisoning, and rarely of rupture, except when a 
fit of vomiting is its cause. In both cases, extreme collapse is 
very often present, and then the pain is a less prominent symptom; 
but in those which are caused by poisons, we shall probably find 
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other phenomena belonging to the nervous system; such as giddi- 
hess, dazzling of the eyes, tinnitus aurium, spasms, cramps, con- 
vulsions, &c., because their effects are not due simply to corrosion, 
but are produced by their specific action on the cerebro-spinal 
system, as well as that which they exert upon the nerves and 
mucous membrane of the stomach. 

b. Narcotics and Sedatives—These poisons affect primarily the 
nervous system, and through that, the circulation; producing 
stupor, stertorous breathing, depression of the heart, lividity of 
the face, and in some instances convulsions and delirium. The 
narcotico-acrids possess also irritating qualities, and such are 
attended with the burning sensations in the throat and fauces 
peculiar to the irritant poisons; if these sensations be followed 
by the supervention of nervous symptoms, the diagnosis is com- 
paratively easy. In poisoning by the simple narcotics there may 
be more difficulty in arriving at a diagnosis. Opium produces 
stupor, somnolence with contracted pupils, and coma. This order 
of sequence is the. best aid to diagnosis, especially in the absence 
of convulsions: the same order is also observed in cases of albu- 
minuria: but the symptoms come on more slowly, occupying days 
in place of hours, except when the coma is hastened by convul- 
sions, which are very common among the head symptoms in 
Bright’s disease, and are exceedingly rare in narcotic poisoning. 
This order is exactly reversed in another class of cases, which. 
commence with convulsion and terminate with prolonged stupor ; 
we shall have occasion to refer to those in speaking of serous and 
transient apoplexy. If the history be unknown, as in a patient 
brought from the street, there are points of time in which the 
symptoms of the two states closely correspond; the probable 
duration must here be taken into account, and the rapid or gra- 
dual development of the symptoms. When, from circumstances, 
it appears probable that the seizure has been sudden, a condition 
of drowsiness, partial stupor, and. unwillingness to move, must not 
be taken as conclusive of poisoning by opium. We must refer 
to the state of the pupils, which in the functional disorder are 
seldom contracted, as they are in the cases of narcotic poisoning ; 
the condition of the mental faculties also affords aid in diagnosis, 
as they are nearly natural when the patient is roused from the 
state of narcotism: while there is great confusion, perhaps com- 
plete unconsciousness, of surrounding objects and circumstances, 
in one who is suffering from epileptic sopor. 

At a further stage the complete coma may closely resemble 
sanguineous apoplexy. Here we have regard to the suddenness 
of the seizure, the existence of any degree of consciousness, and. 
the absence or presence of paralysis. If the patient can be roused. 
at all, and there be no paralysis, the probability is in favor of 
poisoning by opium; if the selaure appear to have been sudden, 
in favor of apoplexy. Equal contraction of both pupils points 


90 DISEASES OF ADVENTITIOUS ORIGIN. 


to poisoning, unequal contraction or dilatation to apoplexy. 
Intoxication, when of such a degree as to be classed among 
cases of narcotic poisoning, may generally be distinguished by 
the odor of the breath. 

Hydrocyanic acid is extremely sudden in its action; there is 
less of coma and more of convulsion accompanying the condition 
of unconsciousness. It very often reveals itself by its powerful 
odor. E 

The poison of strychnia is easily recognized by its violent 
tetanic spasms when occurring in a person who has not been 
previously ailing, and who exhibits no wound or injury to which 
tetanus could be attributed. Belladonna, hyoscyamus, and others 
of the same class, are generally accompanied by symptoms of 
delirium; and in some instances a cutaneous eruption, somewhat 
resembling urticaria, has been observed. The extreme dilatation 
of the pupil by the solanacez contrasts strikingly with its con- 
traction by opium. 

c. The gaseous poisons, while they oppress the brain, producing 
chiefly a comatose state, also prevent the proper oxygenation of 
the blood, and are therefore specially marked by lividity of face. 
The place where the person is found, and the sense of suffocation 
experienced by those who attempt to rescue him, seldom leave 
any room for doubt. 

d. Slow Poisoning— Attention has recently been revived to this 
mode of the employment of poisons, because of the suspicion that 
it has been carried to a fatal issue, in more than one instance, with 
impunity. It was supposed to have been very generally practised 
by the poisoners of former ages; but the light of science has 
shown how very few of the poisons can be so used, and how very 
readily they may be detected, if suspicion be only awakened. 
Antimony and arsenic are those which have been recently em- 
ployed; the former may be very seadily disguised; the latter 
requires more ingenuity for its concealment. One of the most 
striking features of the cases recorded was the entire cessation of 
the symptoms in the absence of a particular member of the family; 
and such a coincidence ought, of course, to arrest our attention. 
In the employment of antimony many symptoms must be wanting 
which ought to be found in any condition of stomach that could 
otherwise account for the constant vomiting and extreme depres- 
sion. ~ By arsenic, again, ulceration of the bowels is actually pro- 
duced, and, therefore, the absence of general indications is not so 
distinctive; but the medical attendant may be aroused by the 
presence of some particular symptoms, such, for instance, as 
tingling sensations in the hands, which are recorded as among its 
more constant concomitants, 

Vegetable poisons have not been, and perhaps cannot be, thus 
employed. When introduced in small quantity, they appear either 
to be decomposed or to pass out of the body without exerting their 
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poisonous influence, while the system gets accustomed to their 
presence, and tolerates them in larger doses. One remarkable 
exception to this is found in digitalis, which, by its continued 
administration, acquires a cumulative power, suddenly acting as 
a poison when given for a time as a medicine. Its effects then 
resemble an ordinary case of poisoning by digitalis, and present 
nothing remarkable in consequence of the slowness of its intro- 
duction. 

_ The subject of slow poisoning, as it has received little atten- 
tion, requires at present further study. It affords an illustration 
of what has been so often urged, that in every case our judgment 
must not be based on the evidence of one single fact. The pre- 
sence of the poison in the body, without its usual symptoms, 
except when found in a poisonous quantity in the stomach itself, 
is as unsatisfactory, in a case of sudden death, as the detail of ill- 
defined symptoms without the discovery of the poison in a case 
of slow poisoning: whereas, a definite group of symptoms may 
be enough to outweigh the negative evidence that chemistry has 
failed to find the foreign substance in the stomach or the tissues. 


§ 2. Animal Virus. 


a. Syphilis and Gonorrhea.—Both of these, as local disorders, are con- 
sidered to belong wholly to the province of surgery, and therefore no attempt 
will be made to give any details on the subject, or even to indicate the prin- 
ciples of their diagnosis. They can only be incidentally mentioned when their 
existence tends to obscure other phenomena, or their features present any 
similarity to disease of a wholly different origin. 

They are separated from each other by a very broad line of demarcation, 
the one being merely a local malady, while the other tends to become consti- 
tutional; the one can, and the other cannot, infect the system at large. It is 
this power of the syphilitic poison to pass into the blood, and to manifest 
itself in various tissues and organs, which sometimes brings it within the cog- 
nizance of the physician; and it will be more convenient to consider any 
special characters which it presents, when treating of the various organs in 
which its symptoms usually show themselves, remembering only the unity 
which comprises all these separate manifestations, the syphilitic impregnation, 
It is often difficult, and yet not unimportant in practice, to be able to deter- 
mine that, where primary syphilis has existed at some previous period, the 
system has not become impregnated ; and also, that this poisoning of the body 
has taken place where the existence of the primary malady is denied. _ 

The decision rests chiefly upon the mutual dependence and connection of 
the whole group of the symptoms; the peculiar ulceration of the fauces and 
perhaps the larynx; the specific characters of the cutaneous eruptions ; 
the very frequent falling of the ee: the presence of periosteal thicken- 
ings; in severe cases, caries of the bones of the nose is also present. The 
more complete the picture is as a whole, the more confidence we feel in the 
diagnosis: the specific characters of each may, singly, deceive us. The 
patient’s habits and mode of life are very likely to throw light on the ques- 
tion, when a suspicion of syphilis is denied; and we may form some estimate 
of the probability from the course of the primary sore, where its previous 
existence is admitted; as a general rule, we are informed by writers on this 
subject, that a sloughing or phagedznic sore, or one followed by a suppurating 
bubo, is less likely to be followed by secondary symptoms than an indurated 
chancre. : 

The only question we shall have to consider with reference to gonorrhea, 
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is how we may discriminate it from leucorrhcea and vaginitis; the discussion 
of which must be reserved to the chapter devoted to the diseases of the female 
organs of generation. { 

b. Hydrophobia.—The nature of this disease is so little known, and the 
opportunities which each observer has of studying it are so few, that its diag-. 
nosis is, in fact, nothing else than a knowledge of its whole history. We have 
here no test to apply to the disordered functions, by which we can measure 
the information they convey, and there is no other condition which really 
simulates it, or ought to be mistaken for it. Cases are indeed recorded, in . 
which persons entertaining a delusion that they had been bitten by a mad 
dog, have seemed to labor under a similar disease; if the symptoms were 
really analogous, it is impossible to say wherein this differed from hydropho- 
bia, except that the bite of a rabid animal was wanting, and that the disease 
terminated in recovery when the delusion had been successfully removed. 
We know only the category of symptoms, and we know absolutely nothing 
more. 

Sometimes the bite is difficult to cure, is inflamed and irritable; most com- 
monly it seems to heal kindly, and only inflames at a later period; but it does 
not appear that either condition is necessary to the issue. Then, again, in 
ordinary cases, the dangerous symptoms appear about six weeks after the 
bite ; but the period that may elapse is, so far as we know, unlimited. When 
they have once begun, they go on most rapidly to a fatal termination. First, 
there is a general fecling of malaise, a convulsive constriction of the throat 
in attempting to swallow liquids, and slight acceleration of the pulse; then 
comes an instinctive shudder at the sight or sound of any fluid, followed by a 
remarkable erethism of the nervous system, which produces spasmodic con- 
tractions of the muscles, especially about the throat and larynx, and convul- 
sive paroxysms at the least jarring noise or sudden movement. In this con- 
dition the patient is especially excited by currents of air on any part of the 
body; and the spasms may be thus renewed even after death. At last, the 
unhappy victim of this frightful malady becomes violently delirious, and 
rapidly exhausted; and he either expires in the recurrence of convulsions, or 
more frequently becomes tranquil before death, and sinks pulseless and ex- 
hausted. A peculiarity which attends most cases of hydrophobia, the con- 
stant hawking and spitting up of adhesive mucus and saliva, was, at one 
time, fancifully interpreted into an imitation of the bark of a dog; it simply 
depends upon the inability to swallow and the irritation in the throat, the 
act being performed in a peculiar manner in consequence of delirium: as in 
insanity, the patient bespatters indifferently the bedclothes and the floor, or 
even the attendants, with his expectoration. The inclination to bite seems 
purely mythical. : 

There are only two points which call for especial notice with reference to 
diagnosis; first, the instinctive dread of liquid is to be distinguished from a 
delusion ; it is really occasioned by a spasmodic difficulty in swallowing, and 
only presents any character of mental hallucination when delirium has su- 
pervened. Secondly, the convulsive movements must not lead us away from 
hydrophobia to epilepsy and tetanus; they really have no close analogy to it, 
as the case presents neither the unconsciousness of the one, nor the perma- 
nent spasm of the other. Strychnia poisoning resembles hydrophobia in the 
excitability or erethism of the nerves connected with the voluntary muscles 
but in nothing else; it cannot really simulate the disease. ; 
_ ¢. Glanders, or Acute Farcy.-—A disease well known to veterinary sur- 
geons in its chronic as well as in its acute form, would seem, in rare cases to 
be transferred to man; in the human subject it is almost always acute, and 
rapidly fatal. In its general features it resembles so much the effects follow- 
ing upon the condition of pyzmia, that it might admit of question whether 
the symptoms are not really rather due to this circumstance than to any 


specific character of the poison itself, were it not that in one or two essential 
points it seems to differ. : 
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The history of the case records the very speedy supervention of the dis- 
ease without any previous ailment, and sometimes without any adequate cause 
being assigned ; and the social condition of the patient, indicating his being 
employed among horses, may serve to suggest a solution of a set of anoma- 
lous symptoms; which, as they are so rarely seen, can seldom be recognized 
by practitioners from experience. Most of our students must have finished 
their hospital attendance without having seen a case of glanders. 

The symptoms are those of fever of a low type, accompanied by inflamma- 
tion of the glands, which rapidly suppurate, forming red and painful swellings 
over various parts of the body; these terminate in pustules of some size, sur- 
rourded by a red line, which is again bounded by a white wheal; they stand 
in connection with inflamed lymphatics, which may sometimes be traced along 
their course. The disease almost invariably ends with ulceration of the mu- 
cous membrane, and fetid discharge from the nose, and occasionally this is 
one of the earliest symptoms. Sometimes its course is not so defined, and it 
may be first recognized by the formation of one or more abscesses of some 
size; this is probably explicable on the ground that, though the lymphatic 
system is that primarily affected, the symptoms in such cases are rather due 
to an altered condition of the blood, acting through the capillaries. The in- 
flamed glands correspond to what farriers are in the habit of calling “ farcy 
buds ;” the abscesses are more properly what in medical language have been 
denominated “secondary depots ;” they form in similar situations, and, as has 
been already noticed in speaking of acute rheumatism, the joints are especially 
liableto become the seat of local swelling and inflammation. — 


$ 8. Colica Pictonum.—W hile having acquired for itself a par- 
ticular name by its distinctive characters, and presenting a very 
well defined group of symptoms, the disease of which we have 
now to speak is in truth nothing else than a form of slow poison- 
ing. The history of its discovery affords a very happy illustra- 
tion of the value and uses of correct diagnosis, and of the man- 
ner in which it may be made subservient to the real progress of 
medical science. 

Painter’s colic, as is now well known, is due to the absorption 
of lead. The disease is gradually developed, gaining intensity 
with every fresh addition to the poison already accumulated in 
the system; its symptoms are in great measure local, and any 
peculiarities they may individually present must be again referred 
to; at present we have only to consider them as parts of the 
whole. ; a 

The preliminary inquiry into the age and social position of the 
patient, or some particular in his history, may afford information 
that he has been exposed to the influence of the poison; in other 
respects we learn nothing except the occurrence of occasional 
constipation with colicky pains. The first severe attack is usually 
of colic; there is nothing, however, specific in its character ; the 
- tongue is generally somewhat furred, and the bowels obstinately 
confined; there is no acceleration of pulse; and the skin is in- 
clined to be cold from the prostration caused by a tearing, grind- 
ing pain, as opposed to a stitch, a sharp or darting pain; the 
abdomen may be full and tympanitic, but it is not tense or tender, 
_ and is often retracted ; pressure rather relieves, while motion does 
not aggravate it, and, therefore, in place of lying motionless with 
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his knees drawn up, the patient rolls and tosses about in bed. 
The history, if it fail to point out the source of impregnation, 
yet assists the diagnosis by excluding other affections of a non-- 
inflammatory character, of which pain in the abdomen is a promi- 
nent symptom. It indicates that the disorder has come on gradu- 
ally, and thus excludes the possibility of some undigested or 
unwholesome food recently taken acting as the cause of colic; it 
not only refers to previous attacks of less severity, but also to 
the gradual increase of pain during the present illness; these cir- 
cumstances, taken along with the diffused character of the pain, 
render it less liable to be confounded with that attending the 
passage of gall-stones; while the knowledge of previous con- 
stipation or sluggishness of bowels excludes the possibility of 
diarrhoea. In patients thus affected, a blue line is generally 
found along the edges of the gums, which, when well marked, 
is very conclusive. Something similar is often seen, when 
there is no evidence of lead poisoning, among the lower orders, 
whose teeth are incrusted with tartar; and a red line is be- 
lieved by some to exist very constantly in cases of phthisis. 
These cannot lead to mistakes if the lead line has been carefully 
observed in marked cases; and the presence of other symptoms 
can alone justify us in calling the case one of Colica Pictonum. 
In a more advanced form of the disease paralysis is observed, 
especially affecting the extensor muscles of the fingers and wrists; 
sometimes limited to those of one or two fingers, especially the 
second, third, and fourth, but more generally implicating all the 
extensors. This affection, commonly known as “drop-wrist,” may 
be met with occasionally without the prior appearance of colic; 
this is rare, however, and is chiefly seen in cases in which the 
lead has been introduced exceedingly slowly. In its last stages, 
the general health also suffers, and there is sometimes considerable 
emaciation; the poison tells upon the brain, producing epileptic 


seizures, &c., and a well-marked condition of general cachexia is 
established. 


Division IJ.—Enrozoa. 


A class of disorders is next to be noticed, which, like the pre- 
ceding, owe their existence to the presence of a cause which is 
wholly adventitious, and is recognizable to the senses, but differs 
from them in this respect—that, in place of depending on the pre- 
sence of foreign animal or vegetable matter, or of some mineral 
poison, their symptoms are due to the presence of a parasitic 
animal, living not upon the surface of, but within the human 
body, having a distinct and separate existence, and endowed with 
certain powers of reproduction. : 

The chief point to be noticed in regard to diagnosis is that the 
symptoms alone cannot be taken as conclusive evidence of their 
presence; and, however distinct the indications may appear, we 
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are not justified in asserting that they have this cause until speci- 
mens of the parasite have been seen. 

_Two divisions only of this class are included in the table of 
diseases, because the others are comparatively rare and unimport- 
ant; and, it may be remarked, that these present special sources 
of interest, with reference to diagnosis, because of their relations 
to other forms of disease ; they are the intestinal entozoa and the 
echinococcus hominis; the latter closely connected with the oc- 
currence of hydatids, the former associated with disorders of the 
digestive organs. 


§ 1. Hehinoceccus.—Within a very recent period, careful ob- 
servation has proved that this creature is only a transformation 
or stage of development of the tania, and this in some measure 
accounts for its comparative frequency. The discovery is preg- 
nant with interest to us as physiologists; but, as physicians, we 
are more concerned with the very different habitat of the animal - 
in its two extremely dissimilar conditions of existence. In the 
form we are now considering it is found in hydatid cysts, and 
would seem to be in some way concerned in their production. 
We have not yet learned to recognize the distinction between the 
acephalocyst, in which this parasite is present, and those in which 
it has not been found after death ; and, therefore, the question of 
diagnosis is limited to the recognition of the existence of the cyst, 
except in rare cases, in which its contents are evacuated and the 
echinococcus seen during life. Any points of interest will, there- 
fore, be recorded when we come to the consideration of cysts as 
one of the forms of morbid growth. 


§ 2. Intestinal Worms present themselves in three principal 
forms; as broad or tapeworms, round worms, and threadworms. 

a. Tapeworms, so named from their appearance, are discharged 
as a number of flat fragments of various lengths, crossed by trans- 
verse joints, where separation is liable to take place, and each 
portion of the animal which is discharged has, consequently, a 
square termination. They are of two species: 1. Tenia solium, 
marked by notches on either side, irregularly alternating along 
the edges of the flat body, one of which occurs between every 

two joints, and is situated rather nearer to the lower than to the 
upper one. 2. Tenia lata, or Bothriocephalus latus, marked by 
a line of depressions, one for each segment, running down the 
centre of one of the flat sides of the parasite. 

Their presence is apt to be overlooked because they give rise 
only to such symptoms as may readily be regarded as those of 
dyspepsia; pain of a gnawing character at the epigastrium, un- 
easiness after food, cough and headache, usually accompanied by 
a craving appetite; the patient is out of health, and generally 
somewhat emaciated. This craving is to be distinguished from 
the large consumption of food which sometimes accompanies 
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emaciation in the course of a wasting disease, when the digestive 
apparatus has not been deranged; and also from the ravenous 
appetite of diabetes. In the former there is no disorder of the 
intestinal canal, in the latter there is thirst as well as hunger; 
when the symptom depends on the presence of tapeworm, there 
is always derangement of the digestive organs, and the sensation 
is one of craving rather than of hunger. 

The diagnosis is only complete when portions of the worm 
come away with the feces. Their shape, as each small segment 
is more or less elongated in proportion to its breadth, enables us 
to form an idea of the length of the entire worm; when they are 
long and broad, we may conclude that it is of considerable 
length; when short and broad, the remaining portion is probably 
not great; when narrow as well as short, the fragments come 
away from near its head or fixed extremity. It is a curious cir- 
cumstance, in regard to the two species of teenia, that they rela- 
tively abound more in certain localities; the bothriocephalus is 
usually imported into this country, and is soon expelled from the 
body, while the solium among us lives and thrives. 

b. Round worms (lumbricz), seldom solitary, are chiefly lodged 
in the small intestines, where their presence does not seem to give 
rise to any very marked symptoms; occasionally, however, they 
are productive of mischief by wandering into the appendix czect, 
the gall-duct, or the stomach; and, when lodged high up in the 
canal in childhood, are apt to give rise to convulsive affections— 
both chorea and epilepsy. 

c. Threadworms (ascarides) are found sometimes in enormous 
numbers, and reside chiefly in the rectum. They are very com- 
mon in children, and produce irritation of the mucous membrane, 
as shown in picking the nose, scratching the anus, &c.: sometimes 
they crawl into the vagina and cause much annoyance. It does 
not appear that they give rise to any derangement of health, but 
they are commonly associated with depraved states of the alimen- 
tary canal and unhealthy secretions. 

Another intestinal worm might be mentioned, the Trichocephalus dispar, 
but that it does not seem to be associated with any morbid phenomena, and 
when passed would be readily taken for an ascaris. For similar reasons we 
have not alluded to the various forms of filaria, one of which, the “ guinea- 
worm,” is seldom seen in this country; nor to the Trichina spiralis, some- 
times found in the voluntary muscles ; nor to the déstoma, which, as the “liver- 
fluke,” is so common in sheep; or the cysticercus, which in the pig produces 
what is called “measly pork.” The two last are more rarely met with in the 
human species. The Strongylus gigas, found, T believe, only in the kidney, 
may be the cause of various symptoms referable to the disintegration and 
absorption of the organ, but cannot be in any way diagnosed during life. 
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CHAPTER VII. 
DISEASES OF UNCERTAIN OR VARIABLE SEAT. 


Div. I—Dropsies—§ 1. Anasarca, the Type of General Dropsy— 
Acute—Chronic—Local Gidema—& 2. Ascites—Association with 
Anasarca— Detection— Causes. 

Div. I1.— Hemorrhages.—§ 1. Epistaxis—§ 2. Heemoptysis— Causes 
and Associations—§ 3. Hematemesis—Characters and Causes— 
§ 4. Hematuria—f 5. Intestinal Hemorrhage—& 6. Uterine He- 
morrhage. 


= 

Tue somewhat indefinite heading of this chapter has been adopted from the 
classification of the Registrar-General, for the purpose of grouping together 
some diseases which, while they cannot be included among such as owe their 
origin te-a morbific or adventitious impregnation, at the same time cannot be 
readily classified under the diseases of particular organs, because of the varia- 
ble nature of their cause and their seat. In the order which we have pre- 
scribed to ourselves they must be considered here, because their symptoms 
are among the objective phenomena of disease, and each division presents one 
prominent feature common to the whole group. 

Ina strictly scientific point of view, it may be alleged that they ought to 
be studied simply as symptoms ; but for the purpose of diagnosis they must 
be considered in their relation to each other, as we shall thus be enabled to 
compare their extent and situation, and to ascertain with more exactness the 
deductions which they warrant with reference to internal organs. The classi- 
fication which separates them from the deeper-seated disease is justified by 
the circumstance that they may be the only definite symptom of its presence ; 
they are the subject of complaint and the object of treatment, and it is only 
by inference that we are led to suspect the existence of anything more. 

They also differ from mere symptoms in presenting decided and broadly 
marked characters, which are uniform and consistent, whatever be their situa- 
tion or supposed cause. They do not necessarily accompany the more im- 
portant lesions with which they are usually associated, but seem only to super- 
vene under certain circumstances, of which the most important probably is an 
altered condition of the blood itself. Further, although they are most fre- 
quently dependent on some form of organic lesion, yet occasionally the very 
same appearances may be observed when the disorder is solely in the circulat- 
‘ing fluid itself, and thus they become allied with what we have called th 
chronic blood-ailments. cin a. vii is : 

~ Our inquiry will here be limited to their distinguishing features, pointing out 
wherein they resemble or differ from each other in situation and appearance, 
and indicating only in a general-manner their probable causes. The more 
minute examination of the disease with which they are allied must be deferred 
till we come to the consideration of those organs in which they are situated. 


Division I.—DRoOpPSIESs. 


Increase of size has been mentioned as one of the objective 
phenomena of disease, with especial reference to its frequent de- 
pendence on the presence of dropsy. This condition may be 
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defined as consisting in the effusion of fluid, either throughout 
the general areolar tissue, or within some cavity. But it is not 
possible to regard every local effusion as a disease of uncertain 
or variable seat, or as one arising out of a general condition of 
system; and it is therefore important to note its simultaneous 
occurrence in more than one locality, as giving more certain evi- 
dence of the operation of general causes. Anasarca will, for this 
reason, be taken as the type of general dropsy. 44 

The local accumulations of fluid which occur in association 
with the- general disease, are as numerous as the serous sacs 
which are found in all the great cavities, and it is not our busi- 
ness here to enumerate them; they are to be viewed as merely 
subordinate to anasarca. Local effusions, on the other hand, 
limited to one serous membrane, must be excluded from our 
consideration at present, as they are only of value in so far as 
they prove the previous existence of inflammation. An exception 
must, however, be made with regard to ascites, which is less fre- 
quently a consequence of inflammation, and acknowledges at least 
more than one cause for its production. 

Serous cysts are a very common cause of local dropsy: they 
will be considered under the head of morbid growths; that con- 
nected with the ovaries alone being referred to here, as it is im- 
portant to point out the characters by which it is known from 
ascites. 


§ 1. Anasarca.—Marked by painless swelling, which is free 
from the redness of inflammation, except in so far as tension pro- 
duces tenderness of the skin; it receives and retains the mark of 
the finger when pressure is made. General dropsy is very fre- 
quently associated with disease of the heart or of the kidney; so 
much so, indeed, that these organs must be carefully examined 
in all cases of anasarca. 


When such an association is made out, the disease is very often called car- 
diac or renal dropsy ; but these terms are objectionable, because both organs 
are often found simultaneously affected, and the relations which they express 
convey an idea of causation which is not true. There are various points of 
detail in which the dropsy principally associated with cardiac disease differs 
from that of renal disease ; these will be learned by experience, and give a 
certain readiness in diagnosis, but are not altogether trustworthy, and are 
only of use when taken in connection with a more extended examination. 
Among these, the complexion of the patient is the consideration of most mo- 
ment, because of its bearing on treatment ; whether it be dusky and bloated, 
or pale, waxy, and ex-sanguine. All the intermediate conditions will be found 
in cases of dropsy with disease of these organs; but, while the one extreme 
indicates obstruction to the venous circulation, the other marks deterioration 


of the blood, and thus they point to the heart and the kidney respectively as 
the chief seat of disease. 


_ The next consideration has reference to the extent of the effu- 
sion, whether the anasarca be universal or local. The effused 
serum necessarily tends to gravitate towards the most depending 


DROPSIES. 99 


parts; and this is aided in the erect posture, by: the weight of the 
column of blood pressing with greater force on the capillaries of 
the lower extremities: limitation to the feet and ankles must, 
therefore, be excluded from the idea of localization, except when 
one leg only is cedematous. 

The history, again, divides the cases into those in which it has 
come on suddenly, and those in which it has been more gradually 
developed, disappearing and reappearing during a long period, 
or steadily increasing from the time it was first observed. 

a. The sudden form, or acute dropsy, generally arises from ex- 
posure to cold, and is very common, either with or without 
exposure, as a sequel of scarlatina; the urine is very often albu- 
minous, but not always so. When albuminuria is present, disease 
of the kidney sometimes seems to commence in such an attack, 
from which the patient never thoroughly recovers; more com- 
monly, the appearance of albumen in the urine is quite transient, 
merely indicating congestion; on the other hand, acute dropsy - 
with albuminuria may be the first evident symptom of disease 
of the kidney. When unassociated with albuminuria, it proba- 
bly depends on a slight degree of capillary phlebitis, causing 
retardation of the cutaneous circulation; it is then accompanied 
by a febrile state, and may be the direct consequence of checked 
perspiration, or of the exposure which produced this effect. The 
same condition of the cutaneous capillaries probably accompa- 
nies the kidney congestion in all cases where fever is present. If 
the exciting cause bé more local, and its action more intense, dif- 
fuse cellular inflammation is set up in place of anasarca; the two 
diseases are thus pathologically allied though presenting appear- 
ances totally distinct. 3 
6. Chronic Dropsy is that which more usually attends upon 
cardiac or renal disease. We also find either cedema of the feet 
and ankles, or still more general anasarca, depending simply upon 

deterioration of the blood, with excess of serum. 

Of this the most common causes are: 1. Exhausting diseases 
—phthisis, cancer, chronic bronchitis (when not acting, as it com- 
monly does, through the medium of the heart, the first part of 
the circulatory apparatus affected by obstruction in the lungs), 
disease of the liver, especially when associated with ascites. 2. 
Want of food or improper nutrition. 8. General poverty of 
blood, as in anzemia and chlorosis. The diagnosis of these dis- 
orders will be considered in their proper places in the sequel; 
but we may learn, from their number and yariety, how false is 
that theory which is expressed in the terms cardiac and renal 
dropsy. Disease of either organ may aid in its production, but 
probably in every case blood changes must have occurred before 
the serum exudes through the coats of the capillaries. 

c. When local, the term edema is more commonly applied than 
anasarca. ‘The cause must be referred to some obstruction to the 
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returning current of the blood, pressure on the veins from with- 
out, or occlusion from within; an unnatural condition of the 
parts through which the venous trunk passes, or inflammation of 
its internal coat. The extent of surface oedematous, and a refe- 
rence to the distribution of its bloodvessels, will greatly aid in 
determining in what portion of its current the blood is obstructed. 
Acute phlebitis is almost always associated with cedema, but the 
occlusion may also be one of long standing. When obstruction 
is produced by pressure, and its cause is situated externally to 
the great cavities of the chest and abdomen, the diagnosis must 
be extremely simple; but when the pressure is occasioned by 
some tumor lying within, it is oftentimes made out only with ex- 
treme difficulty, and by very careful examination. 

Local oedema also accompanies inflammations of limited extent, 
whether in the skin, such as erythema and erysipelas, or the dif- 
fuse inflammation of the cellular tissue, or even suppurations of 
the bones, joints, and ligaments; and cases will occur in which it 
is difficult to determine whether the inflammation of the skin and 
cellular tissue were caused by some irritation of a limb already 
tense from cedema, or the effusion of serum were the consequence 
of the local inflammation. 


§ 2. Ascites-—Depending, as has been stated, upon more than 
one cause as its source, and demanding treatment often distinct 
from that of the disease from which it springs, ascites claims our 
notice when it is either unassociated with anasarca, or itself forms 
much the most prominent feature of a case in which there is more 
or less general dropsy. In rare instances, too, it appears to have 
‘sprung from some transient morbid state, and to persist merely 
because the accumulation of fluid, by its pressure, prevents the 
due action of the absorbent and eliminating process by which it 
might be removed. 

When associated with anasarca, it is very important to deter- 
mine whether it is to be classed as one of the many local effusions 
which acknowledge the same general causes; or as having an 
independent origin and cause, which simply co-exist with the 
others; or lastly, whether the anasarca may not itself be only the 
consequence of thé ascites. The history, if absolutely correct, 
would always decide the first and last of these questions, espe- 
cially if taken in connection with the inquiry, which ought never 
to be omitted, into the several conditions of system usually asso- 
ciated with general dropsy. When these have been for some time 
in operation, and cedema has been observed distinctly prior to 
effusion into the abdominal cavity, the presumption is strong that 
ascites is merely casual and coincident, an evidence of a general 
tendency. When, on the other hand, fluid has been first detected 
in the peritoneum, and the more commonly acknowledged causes 
of anasarca are absent, it is highly probable that an cedematous 
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state of the lower limbs is caused only by obstruction to the 
returning column of blood through the distended cavity, in an 
impoverished state of system. Unfortunately it very often hap- 
pens that accumulations either of flatus or of feces are mistaken 
for dropsical swelling, or that the enlargement of the abdomen 
is not taken notice of until after anasarca has supervened: it is, 
therefore, very generally necessary to inquire into the causes of 
each condition separately, and not to rest satisfied with the hypo- 
thesis that they are both part of the same disease. 

To a certain extent, information may be acquired from the 
history of thé case, regarding the causes and progress of ascites; 
because we either learn that it has been preceded by pain in some 
part of the abdomen, or that, to the patient’s own consciousness, 
there has been nothing but a gradually increasing fulness and 
tension. The history also enables us to exclude local enlarge- 
ments which have been first observed in some particular region 
of the abdomen; and affords prima facie evidence of the case 
being one of ascites depending on disease of the liver, when the 
patient has been a person of intemperate habits, or has had an at- 
tack of jaundice. : 

The presence of fluid is learned from the existence of fluctua- 
tion; by which is meant the impression received by the hand, 
of a wave-like movement through the fluid, across the abdomen, 
when a blow is struck at a distant point. The accurate determi- 
nation of this fluid-motion requires much care and frequent prac- 
tice: the extreme mobility of the contents of the abdomen, or an 
accumulation of fat which, at the temperature of the body, is in 
a semi-fluid state, are each liable, in certain circumstances, to give 
rise to a sense of resilience, extremely like the feeling of fluctua- 
tion. On the other hand, the intervention of a portion of bowel 
distended with gas may annul the wave of fluctuation when fluid 
is really present. The first step in the examination of a distended 
abdomen ought to be to place the patient flat on the back, and 
observe the general contour of the abdomen, and then to proceed 
to determine by percussion the position of bowel resonance; next, 
to. seek for evidence of fluid where that resonance ceases or. is 
greatly diminished, observing how far the fluctuation extends in 
various directicns from the part struck; and, lastly, by change 
of posture to satisfy ourselves as to the relations of the fluid to 
the other abdominal contents, whether it be freely movable or 
comparatively fixed in oné locality. And, having made out to, 
our own satisfaction that fluid is present within the cavity of, the 
peritoneum, we may then, from a consideration of the whole his- 
tory of the case, the various symptoms which have attended the 
origin and progress of the disease, and the present condition of 
the patient, form some idea of its cause. And, if we would avoid 
false deductions and injudicjous treatment, the actual state of all 

the organs of the abdomen must be analyzed with great care. 
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The history of the case affords more assistance in determining the particular 
cause of the effusion than in assuring us of its locality, except when it speaks 
positively of local enlargement. Students must guard against either con- 
founding for themselves, or leading the patient to confound, pain for enlarge- 
ment; a mistake which,-in my own experience, has led careless observers 
astray. Patients are very generally first conscious of abdominal tension by a 
feeling of fulness at the waist; and both sexes will alike assert that their in- 
crease of size began there, when we are perfectly certain that the fluid was 
at the time collecting in the lower part of the abdomen. 

The patient’s statement of local enlargement may be often verified by the 
peculiar shape which the abdomen presents in the horizontal posture: m 
ascites it is usually uniform. Percussion resonance determines the relative 
position of the intestine, in which gas is almost always present, and of the 
foreign substance, whatever it may be. It may indicate a distinct level line 
all round to which fluid rises, or it may show that one coil of intestine dips 
down below it, or that a very large portion of intestine on one side is alto- 
gether below the level of the dull part on the other; on the other hand, it 
may prove that the whole surface is resonant, or that dulness is very limited 
and local. 

The evidence of fluctuation is much more liable to be indistinct when the 
fluid is contained within some cyst, than when it is free in the peritoneum. 
Fallacy is best avoided by producing the effect in various ways; tapping 
gently, giving a short sharp stroke, or rubbing the finger rapidly along ; fluc- 
tuation will result in each case if fluid be present. In addition to the evidence 
it gives of the actual presence of fluid, we learn from fluctuation its amount 
and distribution, by comparing the effect-at different distances, and observing 
their relation to what we have already ascertained of.the position of the bowel 
by percussion. In very many instances, the remarkable distinctness of fluc- 
tuation when the hands of the observer are placed near to each other, and its 
entire absence at a greater distance, afford conclusive evidence of the limita- 
tion of the space in which it is contained; or, on the other hand, its indistinct- 
ness when the hand is placed over the surface of tympanitic bowels, and its 
precision when the hand is passed beyond them to the lumbar region, prove 
with equal clearness that it is free in the abdomen. But the examination is 
not complete till we have observed the effect. of change of posture. Imme- 
diately on any change, fluid which is unlimited by membrane gravitates to 
that which is now the lower part of the cavity, and all the relations of per- 
cussion and fluctuation are more-or less altered. This cannot oceur to the 
same extent when the fluid is encysted; but it is to be remembered that it is 
specifically heavier than intestine, and, though more slowly, it will still obey 
the laws of gravitation, as far as its mobility will permit. 

The cases in which diagnosis is most difficult are (a), when a unilocular cyst 
in a female has come to occupy the whole of the abdomen; (bd); when fluid 
contained in the peritoneum is limited by adhesions. 

a. The history shows, perhaps, that the disease began on one side, and the 
patient’s health is not seriously affected, except so far as inconvenience and 
derangement are caused by pressure. For further particulars on this subject, 
the reader is referred toe the chapter on diseases of the ovaries. The physical 
examination has reference to two great considerations ; first, that in the ne- 
cessary displacement of the viscera, they are pushed to one side by a cyst 
which has grown up among them, either in the iliac region or in the hypogas- 
trium, while they are forced directly upwards by fluid, which has been always. 
free, and has, therefore, necessarily accumulated in the most depending part 
of the peritoneum. The second consideration is, that fluid having always this 
tendency to gravitate among the intestines, will naturally, in change of pos- 
ture, flew to that part of the cavity which is made to assume the lowest level, 
except it be restrained by the cyst membrane which surrounds it; and, con- 
nected with this, that the intestines being fastened to the body by long loose 
folds of peritoneum, float at the surface of a fluid which immediately sur- 
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rounds them, but cannot so float if the fluid be separated from them by being 
contained in a distinct bag; although it be true that the fluid is heavier than 
they, and, if the cyst have room to change its place, it will tend to occupy 
the lowest position. 

If these principles are steadily kept in view, the details of their application 
will readily occur to the mind. Thus we map out by percussion the relative 
positions of the fluid and the more resonant contents, and observe whether 
the line of dulness passes horizontally or in a curve, when the patient is in 
an erect or semi-erect position. We make her change her posture, and again 
observe the course of the resonance, whether it dips down below the fluid at 
any part. We place her horizontally on her back, and mark whether reso- 
nance about the umbilicus appears, and move her from side to side, in order 
to observe whether there be any indication of the intestine floating in the 
fluid. Such experiments, conducted with a right understanding of what we 
want to prove, will generally leave no doubt as to the nature of the case. 

b. It now and then happens that, when ascites exists, old adhesions of the 
intestines are found binding them down in certain positions ; nay, more, almost 
the whole of the bowels may be fixed in their places, and the fluid poured out 
into one portion only of the cavity, where it is retained even more firmly than 
when contained in a cyst. In considering such cases, information sufficient 
to put us on our guard against mistake may be derived from the early history 
of the case and the condition of the patient, with reference to the date of 
formation-and the actual size of the supposed cyst. he pain of peritonitis, 
such as must have existed to cause the adhesions, and the whole character of 
the seizure can never be simulated by the pain occasionally attending the first 
appearance of ovarian dropsy. Neither does the same disturbance of the 
general health manifest itself when an ovarian cyst has become filled to the 
same extent for the first time, as must of necessity accompany ascites with 
adhesions so extensive. A mistake is most liable to be made when the patient 
asserts that swelling existed before the occurrence of pain, and other causes 
have led to derangement of health. 

Hydatid cysts are much less liable to be mistaken for ascites. They are 
discriminated by the history and mode of growth, their firm feeling and less 
distinct fluctuation, and often by their irregularity of outline; but they are 
even more readily distinguished than ovarian dropsy by the position of the 
fluid with reference to the intestine, as ascertained by percussion, not obeying 
the laws of gravitation. ; ; 

Hydrometra is only liable to be confounded with the earlier stages of ova- 
rian dropsy. A distended bladder cannot lead to any mistake, except by 
neglect of one of the essential inquiries—the condition of the urine, and ex- 
treme carelessness in investigating the case. ‘i 


Diagnosis is necessarily incomplete, except we can ascertain 
with more or less confidence the cause upon which ascites depends. 
This is most apt to be overlooked when anasarca exists to such 
an extent, and its causes appear to be so definite, that the ascites 
is considered as only one manifestation of general dropsy. Un- 
questionably its most common cause, is obstruction of the portal 
circulation in disease of the liver, causing effusion of serum from 
the capillaries of the various venous branches which unite to 
form the vena porte. When this is produced by chronic inflam- 
mation and shrinking of the liver, inflammatory thickening of the 
peritoneum often goes along with it, and probably aids the effect 
by interfering with absorption. It is also believed that chronic 
peritonitis may thus, without influencing the portal circulation, 
lead to accumulation of fluid, but acute peritonitis is never in the 
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first instance associated with effusion. In the recognition of these 
two causes we are greatly aided by the history of the case; the 
symptoms which more or less directly point to either condition 
will be reviewed in discussing the diseases of the liver and peri- 
toneum. Occasionally no distinct indication is afforded, but the 
kidneys refuse to act, and the intestinal secretions, though goaded 
on by drastic purgatives, are insufficient to pump off the accumu- 
lated fluid, until the'abdomen is tapped, and then there is no fur- 
ther difficulty in keeping the accumulation under control. In the 
diagnosis of such cases we must not pretend to refine too much. 
In a small number of cases occlusion of a vein produces ascites, 
just as it produces local cedema. Where the obstruction occurs 
before the intestinal veins reach the liver, the fluid will be limited 
to the peritoneum; when it affects the inferior cava, anasarca of 
the lower limbs is also present. All of these are exceptional ; 
but when the cava is obstructed, evidence of an attempt at col- 
lateral circulation over the surface of the abdomen will give a 
clue to the true explanation. 
A genuine case of tympanites, when, from distension with gas, 
‘the abdomen is everywhere excessively resonant, cannot be mis- 
taken for one of ascites; but let us avoid the opposite error of 
overlooking the presence of fluid when much tympanitic disten- 
sion exists. A very small amount of fluid, sinking low in the 
cavity of the abdomen, may readily escape observation, and yet 
it may be of much importance, as leading us to seek out the con- 
current disease in the liver or peritoneum. 


Division IJ]_—HEMORRHAGES. 


The diseases included in this division are in great measure independent of 
the lesion in virtue of which the blood is poured out. They are only met with 
casually during its existence ; each of them is found in association with a con- 
siderable variety of causes ; and they form well-marked subdivisions, accord- 
ing to the organs from which the hemorrhage occurs. 

The distinctive character by which they are recognized is essentially an 
objective phenomenon ;—blood is poured out, and is to be known by its sensi- 
ble qualities. Those forms of disease are no less genuine hemorrhages in 
which blood is poured into an internal cavity ; but, fortunately, they are not 
of common occurrence, and must be regarded merely as the effect. of internal 
injury, just as the bleeding of a wound is the effect of laceration. The cases 
which we have to consider as belonging to the class of hemorrhages occur 
either as the result of a general condition of system, or as the effect of local 
sere this distinction is more evident in some members of the class than 
in others. 


§ 1. Hpistaxis—In young persons, bleeding from the nose is 
no necessary indication of disease; slight exertion, wringing of 
the nose, or a blow in the face readily excites it in those predis- 
posed to its occurrence ; it seems, indeed, to act as a sort of out- 
let by which injury to the brain from an excessive supply of 
blood—“ plethora,” is obviated. It may become a habit, and 
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under such circumstances be excessive, or more than the necessi- 
ties of the system require. In adults, a general condition of ple- 
thora demands more attention; when it is merely local, and 
cephalic congestion is associated with epistaxis, it is frequently 
dependent on disease of the heart. 

Hpistaxis is sometimes the form of bleeding which indicates 
the existence of the hemorrhagic diathesis, In this condition, the 
bleeding from a slight wound is stopped with difficulty, and hemor- 
rhages from various organs are met with when there is no other 
evidence of disease, It also accompanies poverty of blood, with 
wasting of the albuminous principle and colored corpuscles, in 
anzemia, and especially in albuminuria. In such cases, a condi- 
tion of simple hypertrophy of the heart, so often associated with 
disease of the kidney, may possibly have something to do with 
its oceurrence; but this is certainly not its constant cause. Asa 
consequence of local disease, it most commonly arises from poly- 
poid or fungoid growths in the nose. 


§ 2. Hxemoptysis.—Literally, spitting of blood; the term is now 
restricted to hemorrhage from the lungs. The appearance of blood 
in the sputa from any other source may be called spurious, that 
from the lungs genuine hemoptysis. 

A. Spurious; a very frequent occurrence in hysterical females; 
or a consequence of a relaxed or aphthous state of the tonsils, or 
sponginess of the gums; it is derived in both cases from the 
mouth or fauces. In the latter, their altered condition will be 
seen on inspection; in the former, the general state of health, and 
the presence of hysterical symptoms, will serve to confirm the 
opinion we are led to form from an examination of the sputa. 

The blood, which appears as streaks or small clots, is mixed with 
brownish and sometimes fetid saliva, which has a glairy appear- 
ance, is free from froth, and is only partially intermixed with 
bronchial mucus; the secretion from the lungs floats upon the 
saliva, is untinged with blood, and does not differ from that which 
is occasionally expectorated by all persons in health. _ 

B. Genuine hemoptysis occurs in very varying quantity, from 
a slight streak in the frothy mucus secreted by irritated air-tubes, 
such as is met with in early phthisis or bronchitis, to an incredi- 
‘ble amount of pure unmixed blood. In the former, there is little 
difficulty in making out that its source is pulmonic, when we have 
the evidence of existing cough, accompanied by expectoration 
clearly coming from the lungs, with which blood of a florid color 
is evidently intermixed; butwhen the quantity is larger, it is 
sometimes not easy to say whether the blood come from the tra- 
chea or from the cesophagus—whether the case be one of hamop- 
tysis or heematemesis. We are guided in great_ measure by the 
history of the precursory symptoms, and especially by the exist- 
ence of cough; this one fact, indeed, is often conclusive. Pain, 
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if it exist, is referred to the middle of the sternum, or said to ex- 
tend right across the thorax in hemoptysis; it is referred to the 
epigastrium in hematemesis. In hemoptysis there is first a sen- 
sation of tickling in the throat, and then the blood comes up with 
a hawking, or a true cough; in hzematemesis, the first sensation 
is of sickness, and an effort of retching is accompanied by a free 
discharge of blood, or of blood and glairy mucus; subsequently, 
if a considerable quantity continue to be brought up, it seems to 
be accomplished by retching in both cases, and then the diagnosis 
may be more obscure. 

If the patient be seen during its continuance, there is little 
chance of mistaking the two. If he have not been seen till 
afterwards, the persistence of cough, with a few blood-stained 
sputa or clots of blood surrounded by frothy mucus, decides in 
favor of hemoptysis; the appearance of black altered blood in 
the stools proves it to have been heematemesis, especially if hemor- 
rhage by the mouth have entirely and at once ceased; it can only 
get into the stools by being swallowed, when it comes from the 
lungs. Both conditions may be simulated by blood from the 
back of the nares trickling down into the cesophagus or the 
trachea; but here epistaxis indicates its source. 

Hemorrhage from the lungs is associated with four different 
conditions of disease; (a) phthisis, and more rarely bronchitis ; 
(b) disease of the heart, especially with mitral regurgitation; (c) 
aneurism ; (d) intra-thoracic fungoid growths. ; 


a. In phthisis the quantity is very variable. It may be little more than a 
few streaks mixed with the purely bronchial expectoration of early phthisis, 
or with the muco-purulent fluid of its more advanced stages. This slight 
streaking, always an important symptom, is of more weight when appearing 
in a chronic affection of the lungs than when the expectoration consists of 
simple mucus. It may be impossible to. assert positively in any given case 
that the lungs are entirely free from tubercles; yet when no trace of their 
existence is detected, the strain of a labored cough with scanty expectoration, 
especially if emphysema be present, and the mucous membrane congested, 
occasionally seems to give rise to a very slight amount of genuine hemop- 
tysis; and in such circumstances experience teaches that we may be justified 
in taking a more favorable view of the case. A cough of longer standing, 
with any opacity of the sputa, makes the appearance of blood to the very 
smallest amount a serious and alarming symptom. 

It may be in very considerable quantity, while yet the disease has made 
comparatively little progress. In these circumstances, it causes obstruction 
to the passage of air through the tubes, and its particularlocality may be 
traced by the sounds heard with the stethoscope at or near the apices of the 
lungs. In some rare instances, when it is very abundant, coming, perhaps, 
with a sudden gush, it proceeds from the erosion of a vessel in a vomica or 
abscess: the other signs of phthisis are then well marked. 

The blood is at first always florid, and except when in very great quantity, 
also frothy; it becomes scanty and brown, or blackish, as the attack is pass- 
ing off, when no more is poured out, and that which remains in the tubes is 
gradually being got rid of by expectoration. 

b. In disease of the heart the amount is seldom or never great, and it is - 
more variable in appearance, partly florid and frothy, partly mixed with darker 
clots, which generally indicate the existence of what is called apoplexy of the 
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lungs. The blood is mixed with mucus or muco-pus, according to the pre- 
vious condition of the patient, as suffering more or less from bronchial irrita- 
tion. Dyspnea is its invariable precursor, from the retardation of the passage 
of the blood through the lungs; and this very frequently gives rise to oedema 
of the lung, bronchorrhcea, or bronchitis. he essential condition is one of 
obstruction to the onward current, as the blood enters or leaves the left ven- 
tricle of the heart ; and the effect becomes most marked when this obstruc- 
tion is caused by a backward flow of blood through the mitral orifice, in con- 
sequence of which a double supply of blood is thrown upon the pulmonic 
veins. ‘The examination of the heart ought to leave no doubt as to this cause 
of hemorrhage, and sometimes auscultation and percussion indicate with great 
precision its exact seat. 

c. In aneurism the gush of blood is generally great, sometimes terrific, fol- 
lowed by almost instantaneous death. This is what we should expect from 
the very nature of the disease ; because, though partial hemorrhage may occur 
from erosion of lung tissue, by pressure, or from partial obstruction of vessels, 
in by far the greater number, the blood comes from actual Warsting of the sac. 
The indications by which aneurism may be discovered will be afterward con- 
» sidered. (See Chap. XIII., Diseases of Bloodvessels.) 

d. Yn fungoid growths the blood is never brought up in any quantity. It 
has sometimes very much the same appearance as that caused by disease of 
the heart, and then it would appear to be the result of pressure and obstruc- 
tion; more frequently it is seen as small clots, or as a sanious discharge, or it 
has the appearance of currant jelly. The diagnosis of intra-thoracic tumor 
will be afterwards discussed, as one of the forms of disease of the. chest. 

In addition to these, the more ordinary associations of hemoptysis, it must 
be remembered that the sputa of pneumonia are really tinged with blood, 
which, though in the latter stages it acquire a brown or rusty color, may be 
in the first onset of a severe attack, quite florid in appearance. Conditions 
of congestion from gravitation, in fevers and blood diseases generally, may 
be accompanied by an oozing which gives the expectoration more or less of 
the same character. Bleeding from the lungs may also go along with other 
hemorrhages in cases of purpura hemorrhagica; but such conditions, although 
they may rank hemoptysis as one of their symptoms, cannot be classed under 
that head. : 

Vicarious hemorrhage, in suppression of the habitual flow from the uterus, 
or of that from the hemorrhoidal vessels, is alleged sometimes to put on the 
characters of hemoptysis. Among females such a condition usually belongs 
to the spurious form; the blood comes from the mouth and fauces, and not 
from the lungs at all. Itis very often entirely hysterical; an excited fancy 
finding something in the teeth, the gums, or the throat to work upon, and the 
blood being really produced by suction.- Strange to say, this incident very 
often occurs, without any intention of deception, at or about the time when 
the catamenia should have appeared; probably from a notion being very 
widely spread among mothers and nurses that the blood is liable to “come 
some other way ” in amenorrhea. 

‘Wellauthenticated cases of hemorrhage from the lungs for the relief of 
plethora, an event so common in the mucous membrane of the nose and the | 
rectum, are very rare indeed. Perhaps scarcely one is on record which is 
unexceptionable ; at all events, the probability is very greatly against genuine 
hemoptysis depending on such a cause. : 

-§ 8. Hematemesis.—It is unnecessary again to go-over the points 
which serve to distinguish between hemorrh age from the stomach, 

and heniorrhage from thelungs. The history must be our guide; 
and not whether the patient say he brought it up from his chest 
or his stomach ; a statement which, from the confused ideas gene- 
rally entertained of the relation of internal organs, is quite value- 
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less: the question is, whether he felt sick or faint before he brought 
it up, or whether he had a cough. This faintness is often well 
marked, in consequence of a large quantity of blood being poured 
out into the stomach before its action is inverted so as to produce 
vomiting ; but this is by no means constant. 

In quantity the blood is sometimes very considerable; in con- 
sistence clotted, or grumous, and mixed with the contents of the 
stomach; in color it is almost always dark: occasionally the clots 
are partially decolorized, indicating that the blood has lain some 
time in the stomach. The formation of a true clot leads rather 
to the suspicion that a vessel is ruptured; but in any form of 
hemorrhage, where the quantity of blood poured out is great, it 
is more or less clotted. The action of the acid in the stomach 
has the effect of blackening the coloring matter ; but occasionally 
the discharge of blood goes on for so long that the stomach be- 
comes entirely emptied of its natural secretion, and then the later 
efforts of vomiting bring up pure florid blood. This condition 
is that which is simulated by prolonged and profuse hemoptysis 
when retching accompanies its advanced stage. 

The blood in heematemesis is derived from three sources: (a) 
from erosion of a vessel; (b) by exudation from the surface of 
the mucous membrane; (c) by oozing froma diseased portion of 
the stomach im cancerous formations. 


a. Erosion of a vessel occurs either in consequence of ulceration of the 
mucous membrane, or from the pressure of an aneurism when it bursts into 
the stomach. Both forms of hemorrhage are severe, and very often fatal. 
Ulceration of the stomach, however, is generally preceded by symptoms of 
dyspepsia and a burning sensation after eating ; it is more common in young 
females than in males or persons of advanced age. The evidence of the exist- 
ence of aneurism is less direct. (See Chap. IX., Div. IL, ¢ 2. Tumors.) 
The pressure which causes the absorption of tissue is generally attended with 
gnawing pain, which is pretty uniform in character. 

b. Blood may exude from the surface of the mucous membrane under a 
variety of circumstances ; and this is especially associated with disease of the 
liver and spleen. In quantity often great, the exudation may go on for a 
considerable period, so that the stomach may be emptied three or four times 
in succession; the intervals are usually long, so that the color continues 
dark throughout. The age and habits of the patient are to be considered, as 
well as the evidence derived from other sources indicating hepatic or splenic 
disease. Hemorrhage from such causes very seldom occurs in early life, and 
_persons of dissipated habits are more liable to it than others. Hzematemesis 
is sometimes vicarious of menstruation: this is by far the most common and 
the best established of the instances of hemorrhage recurring at pretty regular 
intervals in cases of amenorrhoea; hence it is always important, when hemat- 
emesis is present in a young female, to make inquiry into the state of the 
uterine functions. : 

It-is not uncommon as one of the forms of hemorrhage in purpura and 
scurvy ; it occurs as black vomit in yellow fever; it sometimes follows the 
ingestion of some irritant poison. All of these are purely symptomatic, and 
their diagnosis is based, not on the mere existence of hematemesis, which is 
casual, but upon the other symptoms of each form of disease. ; 

_¢c, A certain admixture of blood with the contents of the stomach in per- 
sistent vomiting is an early and only too certain indication of commencing 
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scirrhus ; after ceasing for a time, it is very apt to reappear as ulceration 
proceeds. Its distinctive characters are a grumous and scarcely clotted 
appearance, much resembling “ coffee grounds,” and its small amount-on each 
occasion, even when ulceration has proceeded to its greatest extent. This 
is to be explained by the circumstance that previous disorganization has 


generally rendered the vessels impervious before they are perforated by the 
ulcerative process. 


§ 4. Hematuria is the name given to any escape of blood with 
the urine. The presence of blood must not be assumed from its 
color: some vegetable coloring matters give to the urine a pink 
or bright red hue; in some disorders, deposits of a red color 
closely resemble it; and an admixture of bile produces an ap- 
pearance very similar to that caused by dark and altered blood. 
The details of this subject will be given afterwards (see Chap. 
XXX., § 3); but, as a ready test, it will be observed that, when 
blood is present, the urine is not only changed in color, but has 
lost its natural transparency, and this opacity is increased by 
heat and nitric acid. When the microscope can be employed, 
blood-globules will. be seen, and give certainty to the diagnosis, 
In females it is further necessary to ascertain that the blood does 
not come from the uterus or vagina at the time of micturition. 

Its source may be in any part of the urinary apparatus, from 
the minute tubes of the kidney to the extremity of the urethra: 
in quantity and color it varies very much. When the amount 
is considerable and the color florid, it probably proceeds from 
some abrasion of surface, caused either (a) by the presence of a 
calculus, or (0) by ulceration or other injury, or it is the result of 
fungoid growth; (c) similar discharges occur in purpura and the 
hemorrhagic diathesis: (¢) when in smaller amount, and of a 
pink, brown, or smoke color, it is generally a symptom of 
chronic disease of the kidney. 


a. Caleulus.—Generally occurring in middle life, or in advanced age, the 
concretion may have lain quiescent in the kidney for a long period, until some 
sudden shock or movement causes its displacement, when its sharp edges 
wound the delicate membrane of the infundibulum, and give rise to a pretty 
copious flow of blood. This varies remarkably from day to day, till at length 
- the membrane becomes adapted to the new position of the stone, or it passes 
out of the body. The blood has a tendency to coagulate, and small clots are 
seen at different times in the urine; they are sometimes partially decolorized, 
haying the shape of the ureter, and appearing like small white worms. The 
passage of the stone along the ureter is generally attended by symptoms very 
analogous to those indicating its presence in the kidney. Pain is always pre- 
sent; it is situated in the region of the kidney, confined to one side, extending 
along the course of the ureter, and shooting down the groin and the thigh, 
with retraction of the testicle. The circumstances connected with this event 
will have to be more fully discussed when we speak of diseases of the kidney, 
under the head of Nephritis and Nephralgia. (Chap. XXXI., 2 1.) 

When the calculus is situated in the bladder, or has passed into the urethra, 
before it ean become the cause of hemorrhage, there will be other symptoms 
of its presence; mucous or purulent secretion, sudden stoppage in the urine, 
and pain referred to the glans penis, &c. 

b. In disease of the bladder the largest amount of pure blood is passed, 
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not unfrequently almost unmixed with urine, coagulating into a solid mass in 
the utensil, or even entirely filling the bladder with a firm clot. The disease 
is generally of a fungoid nature, but occasionally a similar amount of hemor- 
rhage is produced by chronic ulceration; in the latter, the previous history 
ought to indicate its cause; in the former, the introduction of the catheter 1s 
attended with deep-seated pain and a flow of blood from the fungous surface. 
Fungoid disease of the kidney is also sometimes attended with pretty copious 
discharge of blood, but there is little to point out its true nature. — : 

Hemorrhage from the bladder may be also caused by the injudicious intro- 
duction of the sound, or catheter. Prostatic hemorrhage is rare; disease of 
this gland is chiefly indicated by constant difficulty in emptying the bladder, 
and its condition must be ascertained by examination per rectum ; in hemor- 
rhage from the urethra the blood is not passed at the time of micturition, but 
flows without any attempt to empty the bladder. Both these affections are 
regarded as surgical. 

c. As an accompaniment of purpura, blood, when present in the urine, is 
generally of considerable amount and bright color; the diagnosis rests on the 
other signs of the altered condition of the blood which it exhibits. Hema- 
turia is comparatively very rare as an idiopathic disease; it is important to 
inquire into the previous existence of other hemorrhages, of which it may be 
vicarious, such, for example, as piles; or of epistaxis and copious bleeding 
from slight wounds, which may be taken as evidence of the hemorrhagic 
diathesis. 

d. In chronic disease of the kidney the urine is often tinged of a smoky 
color by the intermixture of a small quantity of blood, which has been altered 
in appearance by the action of the acid present in the urine. When the urine 
is alkaline, the color has a pinkish hue; it has seldom the florid look of un- 
altered blood. Hxactly the same appearances are often found in the urine 
passed after an attack of scarlatina when dropsy occurs. 

In both cases the distinguishing feature of the disease with which this form 
of hemorrhage is associated is that there is a much larger amount of albumen 
present in the urine, as proved by chemical reagents, than could have been 
derived from simple admixture of the actual quantity of blood necessary to 
produce the red or brown color. 

These observations all tend to show that hematuria is almost constantly a 
symptom, though a casual one, of disease in some portion of the urinary ap- 
paratus ; and all the points which have been alluded to require further study, 
if more than a mere guess at its cause be sought for. In giving it a place 
among the hemorrhages, we only seek to point out its accidental and uncer- 
tain character, and that it is rather to be regarded in many instances as an 
intercurrent disorder, making its appearance in the course of some more 
severe malady. 


§ 5. Intestinal Hemorrhage.—W hen blood is passed by stool, it 
is necessary to determine whether there be hemorrhoids, internal 
or external. In their absence, we must proceed to inquire into 
the constitutional and precursory symptoms. Whether it have 
been preceded by heematemesis, by fever, by diarrhoea, or by 
dysentery, the color of the blood will aid in determining from 
what portion of the canal it comes. The darker in color, the 
higher up is its source; the brighter, and the more nearly it ap- 
proaches to the ordinary color of blood, the nearer is its point of 
discharge to the anus; black and pitchy after heematemesis, it is 
bright and florid in dysentery. 

When not proceeding from the stomach, its most common 
source is ulceration of the mucous membrane in some part of the 
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canal. It is not unfrequently present in purpura, and sometimes 
appears to depend on a state of simple debility and extreme re- 
laxation of the mucous membrane; but when such cases terminate 
favorably, there must always remain a doubt whether ulceration 
did not exist. 


§ 6. Uterine Hemorrhage may occur in seemingly perfect health, 
or as a consequence of disease; the mere fact of the continuance 
or frequent recurrence of hemorrhage is not of itself any sufficient 
indication of disease of the organ. The character we would assign 
to it, as distinguished from menorrhagia, is the irregularity of the 
periods of its occurrence; but so great is the tendency to periodi- 
city in this organ, that such arule is liable to error. Menorrha- 
gia, properly so called, con$ists in an increased flow of the men- 
strual discharge, the actual quantity being greater, the time of its 
duration longer, and the intervals of repose shorter, but all per- 
fectly regular in their recurrence, and gradually developed. 
Hemorrhage, again, comes on suddenly, and is quite independent 
of the menses; if it happen at one period, it does not follow at 
the next, but may again recur at some future one, or at any 
intermediate time. 

a. When it is found in apparent health, it-is generally the con- 
sequence either (1) of sudden alarm, especially soon after the 
usual menstrual period, or (2) of abortion: in such cases it may 
continue at intervals for weeks or months afterwards, from want 
of care and proper management. 

b. As a consequence of disease, it is most commonly associated 
with (1) polypus or fibrous tumors; (2) fungoid growths and can- 
cer; (3) sometimes with the hemorrhagic diathesis, when it is fol- 
lowed by intense anzemia, and may even prove fatal. The local 
diseases which give rise to hemorrhage from the uterus must be 
ascertained by tactile examination; their consideration will be 
resunied at a later part of our inquiry. (See Chap. XXXIII,, 
Diseases of the Uterus.) 


CHAPTER VIII. 


THE CHRONIC BLOOD-AILMENTS. 

§ 1. Purpura and Scurvy—their Discrimination—§ 2. Anemia— 
Causes and Associations—§ 3. Chlorosis—§ 4. Anzemice Blood- 
murmurs—S 5. Cachemia or Cachexia—Pyxemia—Secondary 
Deposits. 


$1. Purpura and Scurvy.—These two diseases have this feature 
in common, that they are forms of subeutaneous hemorrhage, oc- 
curring spontaneously without pain or injury, and having no 
assignable cause other than a peculiar condition of the blood. 
Their phenomena are essentially objective; the existence of the 
disease being proved by the presence of dark-colored persistent 
spots or patches of varying size, having the appearance of purple 
stains or livid bruises of the skin. 


_ These states are not identical with what has been already denominated the 
hemorrhagic diathesis. Spontaneous hemorrhages are liable to occur in both 
conditions; the external characters differ in this respect, that in the one 
blood is effused under the skin without assignable cause, and with no apparent 
alteration of texture, while in the other it is only poured out where there is 
some breach of surface, and is then stanched with extreme difficulty; fatal 
hemorrhage has in such circumstances followed the extraction ofa tooth. It 
is probable that the spontaneous internal hemorrhages in each case follow the 
same rule, and that there is really some abrasion of the mucous membrane, or 
rupture of a small vessel, in the one and not in the other. : 


They differ from each other (a) in scurvy being very frequently 
accompanied by sponginess of the gums, which is never the case 
with purpura, but this indication is not always present; (4) in the 
characters of the spots themselves. In purpura they are gene- 
rally small and of a very dark color; the skin seems to be stained 
through with a purple dye; when larger patches exist, they seem 
to be composed of innumerable smaller ones run together, some 
of which are found quite distinct in the immediate neighborhood, 
or in other parts of the body; the spots are soft and flaccid. In 
scurvy the patches are generally large, and always more or less 
hard; their color is more livid than purple, resembling bruises 
rather than stains of the skin. — : 

Purpura is not unfrequently associated with hematuria, or in- 
testinal hemorrhage; it is then usually called purpura heemor- 
thagica. It is liable to occur in any circumstances which dete- 
riorate the quality of the blood, and is therefore found in disease 
of the kidney, liver, spleen, &c. It is also met with occasionally 
in conditions of blood-poisoning, such as pyzxemia and severe 
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smallpox ; it forms the true petechiz in typhus fever. When it 
arises spontaneously, there must have been some antecedent cause 
for the altered condition of the blood, though this cannot always 
be traced. Scurvy, on the other hand, is especially associated 
with deficiency of some element ordinarily derived from the 
vegetable kingdom, and generally believed to be an acid, because 
of the prophylactic as well as curative powers of lemon-juice; it 
was much more common than usual at the first outbreak of the 
potato disease, when the poor were deprived of their ordinary 
vegetable. 


_ § 2. Anzemia.—In the classification of symptoms which afford 
indications regarding the general state of the patient, reference 
was made to those derived from the aspect and color of the face. 
None of these is more striking, or perhaps more valuable, than 
that presented by 4nszemia—loss of that natural complexion which 
is produced in health by the fine network of capillaries spread 
over the skin, especially of the cheeks, and also over the mucous 
membrane. bounding the lips and the nose—by inference defici- 
ency of blood, but more particularly of the red coloring matter. 
This condition depends, therefore, either on absolute want of blood, 
or on disproportion between its various elements. 

Its causes are very various: they may often be detected in the 
history of the case. The exact duration of the disease can seldom 
be ascertained, except when loss of blood has been occasioned by 
hemorrhage, because its commencement is generally insidious. 
Patients cannot associate their pallor with those conditions out of 
which it has arisen; but more commonly, in describing the com- 
mencement of their illness, refer to those secondary states which 
have first made them conscious of loss of health, such as palpita- 
tion or dyspnoea, headache, dyspepsia, general weakness, and, 
among females, diminution or suppression of the menstrual dis- 
charge. The history ought, if possible, to go beyond these, to 
the antecedent state out of which the whole category of symptoms 
has sprung, and to take note of the order in which the circum- 
stances of which the patient is cognizant have successively ap- 
peared, E33 ) 
~ The inquiry on the part of the physician embraces the following. 
points: a. The existence of hemorrhage. 0. Want of proper nu- 
triment. c, Causes which prevent the nutriment from being con- 
verted into healthy blood. -d-Conditions of system which directly 
tend to deteriorate the blood. 


a. Hemorrhage diminishes the quantity of the circulating fluid; and when 
the loss is made up by the absorption of liquid, its quality is impoverished. 
The hemorrhages most commonly producing this effect are from the uterus in 
females, and from the bowels in both sexes; anemia frequently follows on 
hematemesis, and more rarely on prolonged epistaxis; it is also to be seen in 

patients who have been frequently bled. When associated with hemoptysis 
or hematuria, the anemic state is rather the result of disease of the lungs or 
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kidney than of the loss of blood. It must not be forgotten that the hemor- 
rhage may be the consequence and not the cause of the changed qualities of 
the blood. 

*}. Simple anemia is generally the effect of insufficient nutriment; when 
the food is improper in quality, special forms of disease are more liable to be 
engendered — cachexia, purpura, scurvy, &c. Starvation implies absolute 
want of blood, and the disproportion of the constituents is only referable to 
excess of water. , 

c. The causes which prevent the formation of blood include especially dis- 
orders of the digestive apparatus, the stomach, the liver, and the intestines; 
as well as obstruction to the absorbents, as seen in mesenteric disease. We 
must bear in mind, however, that derangements of all possible kinds may 
result from the anemia in place of causing it. We may be somewhat guided 
in forming our judgment by the history of the case, pointing out priority of 
occurrence either in the dyspeptic symptoms, or in the general feeling of 
weakness, and by the relative intensity of each class of indications ; the anz- 
mia is much more intense when it produces the dyspepsia than when caused 
by it. There can be but little difference between the want of blood arising 
from imperfect assimilation, and that from insufficient food. 

d. Special forms of anemia.are directly traceable to conditions which, 
without interfering with digestion and absorption, seem to act by deteriorat- 
ing the quality of the blood, inducing especially disproportion among its con- 
stituent elements. Of this kind are the effects of cancer and of disease of the 
kidney; to the same class we must refer chlorosis and leucocythemia. All 
these subjects must again occupy our attention in considering various regions 
of the body; meanwhile it is only needful to remark, that the anemia is ra- 
ther an accidental symptom in the case of cancer and albuminuria, but is an 
essential one in chlorosis and white-cell blood; in the latter, too, it serves 
to draw our attention to the spleen, and we have no other direct evidence of 
splenic disease. 

In cancer the pallid appearance is combined with a sallow hue, which has 
been called the “ malignant aspect :” in disease of the kidney there is usually 
some puffiness of the face, and the cheeks are occasionally mottled ; in chlorosis, 
as its name implies, there is a slight tinge of green, with a transparency of 
skin which makes the face look like a wax model: in leucocythemia the as- 
pect is muddy, earthy, and a similar appearance may be seen in the tubercu- 
lous cachexia of early life. These differences, well-marked in advanced cases, 
and frequently sufficient to an experienced eye for the discrimination of the 
disease, must not be much relied on by the student. They are to be regarded 
simply as aids to diagnosis, not as the grounds on which it is based. 


In rare cases none of the conditions just mentioned can be made 
out as having had any share in the production of anzemia; even 
when fatal, no organic disease has been detected. This anzemia 
is of slow development; it seems to exist alone, and is marked 
by no symptoms except such as are referable to a deterioration 
of the circulating fluid. For the present we must rest satisfied 
with determining its presence, and ascertaining that it is uncom- 
plicated ; we cannot get beyond the fact which the name anemia, 
or spanzemia, as used by some pathologists, implies. 

The general state, from whatever cause derived, is followed, in 
most cases, by the symptoms already enumerated—dyspnoea and 
palpitation, headache and general weakness, and frequently by 
emaciation, the latter being least observed in those associated 
with hemorrhage and chlorosis. Having got the clue from 
the objective_phenomenon of aspect, we have only to observe 
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what are primary and what secondary affections among the symp- 
toms present. The pulse is pretty full when the change is rather 
in quality than quantity; if weak and small, there is certainly 
deficient amount of blood; with a soft pulse—both conditions 
are probably present. The tongue is very generally clean, always 
remarkably pale, and sometimes slightly furred and inclined to 
be cedematous, bearing marks of the teeth on its edge. The co- 
incidence of depraved appetite and irregular bowels with anzmia 
is rather the rule than the exception. Local congestions of vari- ' 
ous organs are very frequently met with, and the full recognition 
of the general condition of anzemia is essential to their rational 
treatment. The association of cedema is also not uncommon: 
probably every case of anzemia, at an advanced stage, would be- 
come more or less. dropsical in circumstances favorable for its 
development; but we must be particularly careful in investigating 
the origin of this symptom, and must not rest satisfied with the 
ready explanation that the condition of anzemia offers, till all the 
other causes of its existence are fully examined. (See Chap. 
VIE;Div. L,’§ 1. Anasarca.) 


§ 8. Chiorosis—Although essentially a form of anzemia, this 
condition demands separate notice, from its peculiar association 
with perverted function of the uterus. It seems to exist under 
two primary forms; (a) previous anzemia, followed by scanty mem- 
struation, terminating In complete suppression of the menses; 
(6) sudden suppression of the menses, terminating in general alter- 
ation of the blood; the aspect betraying something more than 
mere ansemia. i 

In the former case, the limits of the disease are not well defined; 
in the latter, the peculiar characters are unmistakable; but in 
both there is some specific relation between the symptoms, and 
in order to constitute chlorosis this relation must be clearly made 
out. 

Suppression of the menses under the name of amenorrhcea be- 
longs especially to the diseases or disorders of the uterus. Any 
female may be anzmic from some one of the causes already 

enumerated, and, as a casual result of debility, the catamenia may 

“be scanty or absent; but this ought not to be called chlorosis; 
neither should the name be given to amenorrhcea when there is 
no condition of anzemia associated with it. But when, in a young 
person there is no distinct cause for the anemia, and when along 
with it, deficiency of the menstrual flux occurs early, and total 
suppression soon follows, or when suppression precedes anzmia, 
the classification seems legitimate and useful: 


§ 4. Anxemie Blood-murmurs.—The diseases which we have 
just been considering are characterized by a deficiency of red 
blood. When the condition is produced by a change in quality 
rather than quantity, when the red globules are diminished greatly 
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out of proportion to the loss of other constituents of the blood, 
unnatural sounds are often to be heard with the stethoscope at 
various points in the course of the circulation; over the heart, 
the arteries, or the largé veins, while there is but little obstruction 
to the current to account for their production. The subject must 
be again referred to in speaking of diseases of the heart and 
great vessels; but its importance seems to justify a few words 
here to point out to the student how he may make himself ac- 
quainted, so far as possible, with the diagnosis of a “blood-sound.” 

The essential point which must ever be borne in mind is, that 
all “bruits’ whatever are produced chiefly in the blood itself, and 
not in the solid structures; they are supposed to depend on vibra- 
tions among the particles, or globules; the sound is really quite 
independent of the nature of the disease in: which it is heard, 
although modified by it, as it causes alterations of form in the 
channels, or simply gives rise to changes in the qualities of the 
blood. Such vibrations may be produced in any fluid by placing 
some obstruction in the course of its movements, and much more 
readily in thin fluids than in those which are more tenacious. 
The aptitude for their production in disease therefore varies with 
the quality of the blood, and the change of their recurrence, with 
the condition of the solid structures. In a perfectly healthy con- 
dition of the blood they can only be produced by changes of 
certain amount in the form and calibre_of the passages, or by 
counter-currents; in slight deviation from health, less important 
alterations will serve to throw the particles into vibration; in the 
more.advanced forms of ansemia, even the natural difficulties 
which it has to overcome in passing through channels of varying 
size is sufficient to produce the effect, which will be more or less 
marked in proportion to the force and rapidity of the circulation. 
No such phenomena is observed in health, simply because a due 
proportion exists between the tenacity of the fluid and the form 
of its canal, 

Bearing in mind these different elements in the production of 
the sound, it will be readily understood that no certain diagnosis 
of the nature of the disease can be formed from its tone or inten- 
sity. Generally speaking those which are unaccompanied by 
structural change have a very decided character of softness; but 
this is by no means peculiar to murmurs of this class: On the 
other hand, in considering the locality in which it is heard, we 
have to remember that the true blood-sound is only secondarily 
dependent on local causes, because we know @ priori that a very 
slight impediment is sufficient for its production; and it is reason- 
able to expect that, if any circumstance give rise to its presence, 
it will be heard most readily where the current is most superficial. 
Another consideration affecting its situation is, that when the 
blood is thus able to be thrown into sonorous vibration, the 
sound is propagated in every direction, after it has flowed past 
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any trifling obstacle, to a much greater extent than when healthy 
blood is forced into the same vibration by some more powerful 
cause. Accordingly, we find it very readily produced_by slight 
pressure on a bloodvessel; ¢.g., the carotid artery: again, in 
traversing the heart, the blood passes through channels of vary- 
ing size, and it is churned and mixed together in the ventricles 
in such a way as would naturally lead to the production of “ anz- 
mic murmurs,” whether on the right or the left side: the pulmo- 
nary artery is most superficial in the chest, and therefore the 
sound is more frequently heard there: but when the apex of the 
heart comes much forward, and its base is thrown back, the arte- 


ries being deeply covered by long-structure, the murmurs may 


be best heard through its walls, and even towards its apex. In 
decided anzemia, a blood-sound can also be heard in the veins; a 
little management in tilting over the stethoscope towards the 
patient’s head, so as partially to impede the returning current 
through the jugular veins, will generally develop this venous 
hum. It differs from the arterial blood-sound in being continu- 
ous,-end not intermittent: its tone varies in different individuals; 
but the best general idea of its character may be obtained from 
the roaring of a large shell, applied to the ear; it is called by the 
French “bruit de diable,” from the sound of the humming-top; 
but this is both louder and shriller. Both sounds may often be 
heard together in the neck, as pressure is made with the edge of 
the stethoscope next to the thorax, or the most distant from it— 
more firmly, so as to stop the venous current altogether—or more 
gently, so as merely to impede it. When the experiment is well 
performed, the short whiff of the arterial sound contrasts strik- 
ingly with the prolonged continuous hum of the vein. _ 

If the venous murmur be heard, there can be no doubt that 
the blood is in a condition in which bruzts are readily produced. 
The same conclusion may be safely arrived at if slight pressure 


- on an artery develop a short whiff, which seems close to the ear, 


is synchronous with the pulse, and ceases to be heard when the 
pressure is removed. Similarly, but not so certainly, may a 
blood-sound be diagnosticated if it occupy the whole of the re- 
gion of the base of the heart, beg especially audible in the pul- 
monary artery, where the blood is generally most superficial, but 


evidently not confined to that locality. The consideration of this 


‘subject will be resumed in the examination of the heart. (See 


Chap. XXI,, Div. IL, § 3:)— 


§ 5. Cachemia, or Cachexia.—Mal-nutrition may exist without 
the remarkably exsanguine hue of anzemia, under the form simply 
of general derangement of health; there is perhaps emaciation, 
with a tendency to ill-defined cutaneous eruptions; wheals on the 
fingers, resembling chilblains, and afterwards forming watery 
blebs or blains secreting purulent fluid; unhealthy pustules on 
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the lower limbs, &., and yet no organ gives any distinct evidence 
of disease. This condition is apt to be generated by improper 
or insufficient food, ill-ventilated apartments, and all those condi- 
tions to which the poorer artisans in large towns are exposed. 
On the other hand, cachemia may assume a more definite cha- 
racter from the previous accident of a poisoned wound; and 
while, as a general rule, inflammation of the absorbents is the 
more common consequence, yet we do occasionally meet with 
cases in which the whole circulating fluid appears to be deterio- 
rated in its qualities. 

The general class is an unimportant one, because in a great 
many instances, some definite malady may be detected as the 
basis of the depraved state of the blood—scrofula, disease of the 
kidney, congenital syphilis, &c. Of such states nothing more 
need now be said; but there is one form of cachemia which is 
well marked, and of grave import: it is characterized by con- 
tamination of the blood from an admixture of pus—pyzemia, or 
pyohemia. Not unfrequently arising in unhealthy subjects after 
operation, it has been argued that the pus secreted in the wound 
actually finds its way into the blood: but itis by no means limited 
to such cases, and is constantly met with under circumstances in 
which there is no channel by which the pus globules cguld find 
their way into the circulating system. Its probable source in all 
cases is the lining membrane of the veins, which puts on a form 
of suppurative inflammation, and secretes pus; this is washed 
into the general current of the circulation, and so produces puru- 
lent contamination of the blood; its existence must therefore be 
secondary toa form of phlebitis. We find it as a sequence of 
almost any extensive suppuration, but more especially after dif- 
fuse cellular inflammation. It very rarely appears at the termi- 
nation of phlegmasia dolens, the “ white leg” of parturient females, 
a form of phlebitis unattended with suppuration. This circum- 
stance seems to negative the idea of its existence being ever due 
to the absorption of pus; because the direct admixture of pus 
with the blood has been shown to. produce its coagulation, and 
the phlebitis of childbirth probably arises in this very way, from 
the entrance of unhealthy fluid, purulent or sanious, into the open 
mouths of the uterine veins. The condition which we call pyz- 
mia must therefore have some different cause, and none appears 
more rational thansthat the pus is secreted from the lining mem- 
brane of the veins. 

The history of the case is therefore important; but most com- 
monly the disease commences under the practitioner’s own eye, 
because it supervenes on one which has already required medical 
treatment. Sometimes, however, the cause of the primary sup- 
puration has been so insidious and obscure, that the first evidence 
of the presence of pus is derived from its general diffusion through 
the blood. It is marked by fever of an adynamie type, quick, 
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feeble pulse, dry brown tongue, shivering, often intense, followed 
by copious perspirations. These are only the general signs of 
extensive suppurative action, and it is to be presumed that they 
indicate a further formation of pus, not improbably in the blood 
itself, but still more certainly in the various organs in which what 
are called secondary deposits are found. These, in their turn, 
become the direct evidence of pyeemia; the pus is believed to be 
obstructed in its passage through the capillary vessels, and at 
each point where it rests to become a focus of inflammation which 
rapidly terminates in a small abscess. 

When seated in internal organs, the existence of secondary 
deposits can only be inferred from the previous knowledge of 
suppuration elsewhere, taken in conjunction with the general 
evidence of its extension, and the local symptoms of pain or 
altered function in the particular organ. Those most liable to be 
so affected are the lungs and liver, and secondary deposits are 
rarely found elsewhere without their being also found in them. 
Very often, however, the suppuration takes place near the surface; 
it commences with a patch of intense redness on the skin, accom- 
panied by but little tension or tenderness, and thus proving that 
the inflammatory action is of a very low type; it passes in a few 
hours, perhaps, into suppuration and abscess, becoming soft and 
fluctuating. Erythema nodosum occasionally presents characters 
which might be readily mistaken for the early stage of these 
small abscesses; the previous history ought to preserve us from 
such a mistake, and the course of the disease will soon clear up 
any doubts that may have remained. In cases of erythema the. 
redness probably acquires a bluish tint, or remains unchanged; 
and though the swelling feel soft, there is no fluctuation and no 
formation of pus. 

In other instances the presence of pus in the blood leads to the 
formation of small pustules on the skin itself; not very numerous, 
they are prominent, fill rapidly, do not pass through any prelimi- 
nary stage of serous exudation, but evidently from the first con- 
tain purulent fluid; they can only be confounded by a very 
superficial observer with a varioloid eruption. These two forms 
of deposit are each very characteristic, and are generally associated 
with larger collections of pus around the joints, or spread abroad 
- im the cellular tissue and burrowing among the muscles. In the 
absence of the pustules and small abscesses just mentioned, the 
inflammation around the joints may be mistaken for acute rheu- 
-matism, which it simulates in attacking several in succession ; 
but it will be observed that the swelling is very much more 
extensive, and the redness more erysipelatous-looking than ever 
happens in rheumatism. This is caused by the tendency to diffuse 
cellular inflammation, which generally also shows itself in other 
‘parts, at a distance from any joint, over the thorax, about the 
eyes and face, &c. 
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Cases of pysemia bear a cloge analogy in many respects to 
glanders, and when the primary suppuration cannot be discovered, 
they are somewhat perplexing. A sallow aspect, and a peculiar 
odor of the breath have been both urged as characteristic of the 
disease; but while they may aid the diagnosis, they cannot be 
made the principal grounds of discrimination. 
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CHAPTER IX. 
DEPRAVED CONSTITUTIONAL STATES. 


Div. 1—Serofula and Tubercles—§ 1. Scrofula—§ 2. Tabes Mesen- 
terica—§ 8. Phithisis—Acute and Chronic—§ 4. Tubercles in the 
Peritoneum—S 5. Tubercles in the Brain. 

Div. 1—Morbid Growths—§ 1. Of Local Enlargements—their 
Causes—§ 2. Of the Locality of Tumors—on the Surface gene- 
rally—on the Head—in the Neck—the Chest—the Abdomen—S 8. 
Of the Nature of Tumors—Cystic Growths—Hncephaloid— 
Scirrhus— Colloid—Osseous Growths. 


DIVISION I.—ScrRoFULA AND TUBERCLES. 


§ 1. Scro/ula.—There are some specific forms of mal-nutrition, 
derived, in all probability, in a majority of instances, from here- 
ditary taint, of which the scrofulous and the tubercular diatheses 
are the most important. Along with general derangement of 
health and imperfect growth of structure in childhood, the lym- 
phatic glands tend to enlarge and to form an ill-organized yellow 
deposit in their interior, which readily suppurates, and yields 
unhealthy pus. - This condition is most readily noted in the 
superficial glands of the neck, where casual exposure to cold is 
very likely to excite the quasi-inflammatory action which leads 
to the enlargement. 

‘The history of the case probably shows ‘that the child was 
always delicate, suffering more than usual from teething, perhaps 
liable to convulsions; or, if itself healthy, other members of the 
same family have suffered in this way. The ailment comes on 
insidiously, without any assignable cause; and when first seen, 
there may be unhealthy discharges of an acrid and semi-purulent 
character from the eyes and nose; or abscesses may have formed 
on various parts of the body, of an indolent character, which, 
when they open, leave unhealthy ulcers. Very often cutaneous 
eruptions, particularly of an impetiginous character, are found 
spread over the head and face; these are obstinate and intractable, 
and are not unfrequently the cause of the enlargement of the 
cervical glands. ‘To this general state we give the name of 
scrofula. 4 

The tongue is often habitually coated, and the intestinal dis- 
charges unhealthy; such children are very liable to be infested 


‘with ascarides; the aspect is generally characteristic; the skin is 


clear and thin, the face often anemic; the limbs soft and flaccid, 
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and the belly tumid; the upper lip is sometimes thickened and 
projecting, but this would appear to be chiefly a result of acrid 
discharges from the nostrils. -A scrofulous child may very readily 
become tubercular, but the two diseases are seldom fully devel- 
oped together. 


§ 2. Tabes Mesenterica—Sometimes, in conjunction with some 
of the external symptoms of scrofula, emaciation proceeds to a 
greater extent than usual; the limbs dwindle, the skin becomes 
dry and shrivelled, the abdomen is hard and tense, and thé little 
patient appears to suffer pain when pressure is made ; the evacua- 
tions are very offensive, and the bowels irregular in their action ; 
there is a tendency to diarrhoea, which may become urgent and 
obstinate. In such a case we have great reason to believe that 
scrofulous or tubercular matter, or a mixture of both, in what 
has been called scrofulous tubercle, has been deposited in the 
glands of the abdomen, and especially in the mesenteric glands: 
hence the name tabes mesenterica has been applied to this form 
of the scrofulous cachexy. 


§ 3. Phthisis—True tubercle has the peculiarity of being 
chiefly developed in the lungs: it may exist in other internal 
organs, but it is very unusual in such cases to find the lungs 
wholly exempt. Its commencement is always insidious, and its 
subsequent progress is sometimes tardy ; but, more commonly, it 
proceeds with considerable rapidity. 

This circumstance has given rise to the division into acute and 
chronic phthisis; the distinction being based upon the extent of 
structure simultaneously attacked, and the rapidity with which 
it spreads to surrounding parts, and not on any difference in the 
nature of the disease. It is practically useful because of the dif- 
ferent train of symptoms set up by a speedy invasion of the whole 
lung, or a gradual disintegration of successive portions of it. Ex- 
posed as all ages are to the ravages of this disease, it especially 
prevails soon after puberty, when both forms are constantly ob- 
served, and seem to merge into each other. In elderly persons 
acute tuberculization never occurs; and, on the other hand, it 
may at least be said that true chronic phthisis is extremely rare 
in children. 

The acute form sets in as an attack of influenza—that is to say, 
with symptoms of bronchial irritation and adynamic fever, the 
preceding coryza, however, being generally absent. This condi- 
tion becoming persistent, the pulse continues rapid and feeble; 
the cheeks are flushed; perspirations occur, especially at night; 
emaciation and increasing weakness follow in rapid succession, 
even before any physical signs in the lungs themselves indicate 
the presence of tubercular matter. 

The full consideration of this subject can only be entered upon 
after the physical signs of disease of the lungs are detailed; here 
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we have only to do with the general features of the diathesis, 
While the pulse is quick, the condition of the skin alternates 
between dryness and moisture, is never harsh or burning, as in 
fever, and the perspirations are sometimes excessive; the state of 
the tongue is very various; and the bowels may be either natural 
in action or inclined to diarrhcea; the aspect is often instructive; 
a certain degree of anemia prevails, with a bright color on the 
cheeks; the eyes are soft and brilliant, with large pupils, and 
frequently fringed by long eyelashes; this is especially to be seen 
in childhood. The accompanying emaciation, and the languid 
manner and sense of feebleness, afford additional grounds for a 
suspicion of the presence of tubercle. 


In its early stages accurate diagnosis is, perhaps, impossible, even with the 
aid of physical signs; in children the supervention of cough and emaciation 
upon measles is most probably due to this cause, especially if the patient has 
previously suffered from any of the symptoms of scrofula, or if scrofula or 
phthisis exist in the family of either of the parents, or has been evidenced in 
others of the children. The absence of coryza in the first onset of the disease 
points to some local cause of bronchial irritation, and not to a general affec- 
tion ofthe mucous membrane; the persistence of adynamic fever shows that 
the attack is not one of influenza or bronchitis properly so called; in each of 
which the febrile state is more transient; the condition of the tongue is seldom 
that of common continued fever, it is only at an advanced stage that it pre- 
sents at all the patchy redness or chapped appearance of fever accompanied 
by diarrhoea, and it is very seldom dry; indeed it is rather aphthous or ulce- 
rated than patched and chapped; the recurrence of perspirations is also 
unusual in fever. The whole characters of the case are more closely allied to 
those presented in a tardy convalescence, and then the previous history of an 
acute attack with much thirst, loss of appetite, wandering delirious nights, 
&c., is quite different from the history of a gradually increasing malady ; but 
it must be remembered, on the other hand, that the debilitating effects of an 
attack of fever predispose to the incursion of tubercles, and it may be impos- 
sible to say when the one has terminated and the other begun. 


The march of chronic phthisis is always somewhat slow. Here 
the deposit of tubercles is much more local and more easily made 
out by a physical examination of the chest; but in the earlier 
stages the signs may be dubious, or null. The more important 
general symptoms are emaciation, night sweats, and hemoptysis; 
when these exist along with a dry hacking cough, wandering 
pains in the chest, a habitually quick pulse, a degree of huskiness 
of the voice, and diarrhoea, scarcely a doubt can remain that the 
disease has commenced, even though the stethoscopic signs be 
very obscure. It is remarkable how unwilling patients generally 
are to confess to “spitting of blood ;” and when the amount has been 
trifling, it may require much cross-questioning to elicit the truth. 

As it proceeds the hectic flush on the cheeks contrasts strangely 
with the clear, transparent pallor of the rest of the face; the eyes 
are often bright and luminous; the skin becomes soft and velvety, 
and, when pinched up, is found to be thin, and detached from the 
subjacent muscles; the ends of the fingers become clubbed, and 
the nails unciform; the gait is stooping; the shoulders curved 
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forwards; the chest flattened, and but little expanded in breath- 
ing; while every movement of the body gives token of feebleness 
and languor,. 


Any of these symptoms may be absent, and on a just appreciation of their 
collective value often depends the correctness or incorrectness of diagnosis. 
Emaciation is never wanting, but is often associated with other affections, of 
which cough may be a concomitant; night sweats, though more frequent in 
this disease than any other, may be merely the effect of debility ; hemoptysis 
does generally appear at some time or other in chronic phthisis, but not ne- 
cessarily so, and the disease has already made some progress in most cases 
before the symptom is seen; when present, and there is no disease of the heart 
to account for it, and it cannot be explained as the result of hysteria, or as 
vicarious of menstruation, it is more to be relied on as an indication of phthisis 
than any other. A dry, hacking cough without expectoration, or with mixed 
mucilaginous looking sputa, where it is accompanied by pains in the chest, 
and there has been neither coryza nor sore throat, to indicate a simultaneous 
affection of the whole mucous membrane, may be very safely set down as hay- 
ing a tubercular origin. Huskiness of the voice, caused by slight laryngeal 
affection, derives its sole value from its association with other symptoms; but 
it may owe its existence to previous syphilis, it may be simply due to an ordi- 
nary cold with sore throat, or it may even be caused by pressure on the tra- 
chea or larynx. A habitually quick pulse, when coinciding with cough and 
other indications of affection of the chest, is exceedingly suspicious; but 
both may be caused by obscure disease of the heart, and on the other hand 
phthisis has often proceeded to its most advanced stage without this symptom 
being present at all. Diarrhcea tends greatly to confirm our fears, because, 
although there be no specific ground on which its tubercular origin can be 
determined, yet the liability to it is greater in phthisis than in any other dis- 
ease, except common continued fever; in both a specific affection of the intes- 
tinal glands exists. The further symptoms are those of hectic fever, and its 
accompanying emaciation; and as such they generally serve to stamp the 
phthisical character of cough, but they may be very closely simulated in cases 
of persistent bronchitis. 

The correct diagnosis of phthisis depends upon the harmony of general 
symptoms and physical signs, and while a complete array of symptoms, or 
very strong evidence derived from signs, may lead to the conclusion that in 
all probability this disease is present, a combination of the two can alone 
Justify a decided opinion. To this subject we must again recur. (See Chap. 
XX., @ 9, Phthisis pulmonalis.) 

Much attention ought to be given to the liability to hereditary transmission, 
which certainly in some families is very marked; strict inductive evidence of 
its relative power is yet wanting, and its subordination or superiority to other 
predisposing causes is not determined; but.the existence of scrofula or tuber- 
cles in the parent is asufficient ground for leading us to suspect their presence 
in the child when other indications point in that direction. 


§ 4. Tubercles in the Peritoneum—Next, perhaps, in frequency 
and importance, is the development of tubercle in the peritoneum. 
In children it sometimes occurs alone, or with scrofulous tubercle 
in the mesenteric glands, when there is no corresponding deposit 
in the lungs: in adults, it is seldom separable from phthisis. Its 
symptoms are those of peritonitis—which will be detailed in a 
subsequent chapter; and it is enough to say here that the tuber- 
cular form is to be distinguished by its gradual and insidious 
incursion, and by the presence of general symptoms correspond- 
ing to those seen in phthisis, if due allowance be made for the 
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differenve of the region in which the tubercular matter has been 
developed. Thus there are the same quickness of pulse, accom- 
panied by perspiration, the emaciation and languid feelings, and 
very often the diarrhoea of early phthisis; to these are superadded, 
a sense of tension in the abdomen, which has a tumid feeling, and 
does not bear pressure without pain; the tongue is very commonly 
furred, but not to any great degree. Evidence of tubercle in the 
lungs is of much value in aiding diagnosis; as is also the pre- 
sence of diarrhoea, because it is less common in simple peritonitis, 
. and is probably caused by the existence of tubercle in its very 
common locality—the solitary glands of the intestine. But we 
may be defeated in our endeavor to form a correct diagnosis, 
either by the history recording that the attack has been, or has 
appeared to be, sudden, or by limited suppuration, in the form of 
deep-seated and confined abscess of the peritoneum, producing 
symptoms of hectic. To this it must be added, that perplexing 
symptoms sometimes present themselves as the effects of pressure 
on the nerves, the bloodvessels, or the absorbents, or as the more 
remote consequences of adhesions between the various coils of 
intestine. Perhaps our best guide is to be found in the general 
adynamic character of the symptoms throughout, and in the pre- 
vious existence of the cachectic state which preceded them. 


35. Tubercles on the Brain.—When we come to diseases of the brain, we 
shall have to discuss a form of meningitis, which is unquestionably related to 
the scrofulous and tubercular diathesis; clinical observation and post-mortem 
examination alike proving that inflammation of the brain attended with the 
effusion of serum, and hence often called hydrocephalus acutus, is constantly 
associated with the presence of tubercle in other organs. We shall then, also, 
have to consider the symptoms which may result from the actual presence of 
a tuberculous deposit in the brain itself; but we may remark that the tubercle 
is often solitary, and that it may have attained a very considerable magnitude 
without making its presence manifest by any symptoms until the more acute 
disease supervene; it is only rarely that its absolute size or peculiar position 
impedes by pressure the transmission of nervous energy, so as to produce 
paralysis or loss of sensibility. é 


Division II.—Morsi1p GROWTHS. 


~ §1. Of Local Enlargements.—Local increase of size, as one of 
the objective -phenomena of disease, requires careful study. It 
may be found in any part, whether of the trunk or the extremi- 
ties; it embraces the whole class of abnormal growths, but it may 
also be caused by hypertrophy of natural structures or a deposit 
of fat; or it may be due to an effusion of serum, of blood, of 
lymph, or of pus; or it may depend on periosteal thickening or 
inflammation of bone. 


In simple hypertrophy there are no symptoms of disease present except 
those attendant on increase of size; the natural structures hold their due 


relation to each other, and are all increased in equal proportion. en 
Adipose tissue is more liable to general than to local increase. It is in the 
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abdomen where its accumulation is most likely to occur; the parietes, when 
pinched up, feel sensibly thicker when the deposit of fat is in the subcutaneous 
tissue, and an elastic fulness of the whole region, with considerable flaccidity, 
is given by its occupying the folds of the omentum. We are led to the con- 
clusion that this is the true nature of such an enlargement by the absence of 
indications of disease, beyond the existence of dyspeptic symptoms, and by 
the persistence of general roundness and fulness of the limbs which we know 
to be incompatible with organic disease. 

The presence of serous effusions gives rise in the head to the chronic hydro- 
cephalus of childhood, with its unnatural enlargement; in the thorax it causes 
bulging of the intercostal spaces and enlargement of one side of the chest; 
in the abdomen it produces ascites and ovarian dropsy; in the scrotum it 
occurs as hydrocele; in the limbs it is the evidence of general dropsy or of 
local cedema. 

An accumulation of blood contained within the distended vessels, or in a 
pouch communicating with them, is found as aneurism or varicocele. When 
extravasated, it quickly coagulates and forms a firm tumor of undefined out- 
line, as may sometimes be seen after a strain, or more distinctly in the testicle 
as hematocele; within the cavities it can only give rise to symptoms of the 
presence of tumor when it exists as an aneurism. 

Effusion of lymph, as the consequence of local inflammation, is commonly 
followed by the formation of pus; but it may remain stationary at the first 
stage, and be removed by absorption, the tumefaction being very generally 
increased by the coexistence of serous effusion around. Such swellings are 
= e met with among the muscles, but more especially in the lymphatic 
glands. 

Pus can of necessity only exist after inflammation ending in suppuration ; 
but yet large collections of matter sometimes form when the signs of inflam- 
matory action are almost wholly wanting, and this is especially true of scro- 
fulous subjects. As with serous effusions, the presence of pus may cause 
bulging of one side of the chest; in the abdomen, collections of pus are more 
commonly local, and limited by surrounding adhesions of the peritoneum; one 
form of abdominal suppuration is entirely without the peritoneal cavity, psoas 
or lumbar abscess, pushing outwardly over the edge of the pubis in front, or 
above the sacrum behind. In addition to these, the parietes of the cavities 
may become the seat of local collections of pus, from diffuse cellular inflam- 
mation, or caries of bone. Similar events occur in the extremities, and espe- 
cially in the proximity of the ends of the long bones of scrofulous children. 
The lumbar abscess, already mentioned, is very frequently connected with 
caries of the spine. Inflammation of the glands not unfrequently terminates 
in abscess, especially in scrofulous subjects, with whom those situated in the 
neck seem more liable to suppurate than any others. 

Periosteal thickening and inflammation of bone are more commonly met 
with in the long bones of the extremities than elsewhere; the former so often 
forming rounded painful nodes on the shin-bone, the latter giving rise by the 
bs ee of fresh osseous matter, to enlargements of very irregular form and 
outline. 

The details of many of these subjects belong to surgery; the remainder, 
so far as diagnosis is concerned, must be considered with reference to the 
organs Or regions in which they exist. © 


§ 2. Of the Locality of Tumors.—In- the diagnosis of tumors, 
properly so called, there are two very distinct sets of symptoms, 
which are derived, the one from their local action as they inter- 
fere with function by mere size and pressure, the other from their 
general influence upon health; the former common to all, the 
latter belonging especially to malignant tumors. It is therefore 
necessary first to inquire into the localities in which they are 
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found, and the evidence of their presence there, although this 
cannot be wholly separated from a consideration of their nature. 

A tumor lying superficially with reference to any of the great 
cavities, or on any of the extremities, leaves no doubt as to its 
existence; one that is deep-seated in the abdomen, when its mar- 
gins can be felt, or its resistance detected by firm pressure with 
the points of the fingers, may be recognized with equal certainty ; 
on the other hand, if contained within the cranium, or deep in 
the thoracic cavity, and, in some instances, when situated close 
to the lumbar vertebra, its existence can only be inferred from 
symptoms derived from the organs contained in the cavities, and 
must remain more or less uncertain. The indications are most 
indefinite in regard to the cranium; they are more easily made 
out when the tumor is in the chest, and are seldom wholly unac- 
companied by more direct evidence when situated in the abdo- 
minal cavity. They must each be discussed in considering the 
phenomena peculiar to various organs at a later period; and for 
the present we must assume that the tumor is palpable. 

It-s-of importance to study carefully the history of all such 
cases. In some it will be found that the symptoms detailed cor- 
respond with the commencement and development of the tumor; 
in others, they are only those of its later stages; while, again, the 
history sometimes points to a totally different disease, and it is 
only while pursuing this investigation that a tumor is accidentally 
discovered. ‘This division corresponds in some measure to real 
differences of character, and roughly points out those having an 
inflammatory origin, those whose character has more or less of 
malignancy, and those which are slow in their growth, and com- 
paratively harmless, except in their secondary results. To this, 
however, there are numerous exceptions. 

When the patient has already become conscious of its exist- 
ence, we seek to ascertain its specific history so far as it is known 
to him, the progress of its development, and the symptoms which 
have been associated in his own mind with its presence; as well 
as those bearing upon the general state of health and the affec- 
tions of other and more distant organs which have been observed 
since it was first recognized. ¢ 

_In a class so extensive as tumors, it is vain to look for 
general symptoms which shall characterize the whole of them, 
but there are many which are of much value in discriminating 
the nature of the disease, and the special locality where it is 
situated. It is, therefore, our next business to observe each of 
those circumstances carefully which have been mentioned as in- 
dications of the general state of the patient. Thus, as we know 
that the history is very often faulty, it is important to consider 
whether there be febrile symptoms, either such as usually accom- 
pany inflammatory action, or those more distinctly pointing to 
suppuration; or whether there be only the quick pulse of de- 
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bility or tubercular deposit. Again, we have to consider the 
appearance of the patient, calculating how much of the change 
reported is due to the presence of the tumor, and how much may 
be accounted for in other ways; and to note whatever strikes the 
eye as a deviation from the normal ideal standard. 


This part of the inquiry has, perhaps, to do more with the nature of the 
tumor than its locality. Rapidity of growth is a very decided indication in 
favor of malignant disease ; such are also the evidence of general derangement 
of health and affections of distant organs other than can be accounted for by 
nervous sympathy and intercommunication ; they show the existence of a 
taint of the blood different from what accompanies non-malignant growths. 
The local signs of greater or less derangement of function in contiguous 
structures have also an important bearing on the question. The aspect of the 
patient may be of service in so far as the physiognomy of disease enables us 
to discriminate between the tubercular and cancerous diathesis for example. 
Changes of color, again, rather point to the orgam in which the disease is 
located. These general considerations are also of value, as they afford evi- 
dence of obstruction to the nutrition, or the circulation, in different parts of 
the body. Not less important, sometimes, are the indications derived from 
position, as the patient is obliged by pain, or other uneasy sensations, to main- 
tain a fixed posture, or to prefer one to another. 


We have next to note the relations and connections of the 
tumor itself; with the skin, with muscles, with bone, with glands, 
or with internal organs; and it must be evident that very much 
will depend on the correctness of the antecedent knowledge of 
the observer. He must be familiar not only with the relations 
of deep-seated parts in health, but also with the changes of posi- 
tion that they are subject to in disease, inasmuch as the direction 
of the displacement may serve to point out the true origin or 
starting-point of the tumor. Not less needful is a correct know- 
ledge of structure and of function, in order that he may be able 
to distinguish alteration of form from change of position, and to 
recognize symptoms of disease in particular viscera. 


The simplest form in which we can recognize the existence of tumor is when 
swelling is the result of inflammation, with effusion of lymph and serum, which 
terminates either in resolution or in suppuration. It can scarcely be mistaken 
for growth of any kind, because of the pain and superficial redness in its early 
stage; it is very closely adherent to the skin and muscular structures, which 
cannot be made to move over it. In the iliac region, and over the surface of 
the chest, such swellings in their advanced stage are apt to be taken for growth 
from bone; the diagnosis, when the history fails to indicate the origin of the 
tumor, rests upon two points, viz., that inflammatory effusion is evenly spread 
out among the muscular structures, while morbid growth presents a more 
defined edge ; and that the one adhering more to the skin can be made to 
move over the bone, while the other, adhering directly to the bone, does not 
become attached to the skin till it has attained considerable magnitude. In 
the chest, we may be also guided by the circumstance that more than one in- 
tercostal space is equally filled up by superficial inflammatory action, whereas 
the fulness is almost entirely limited to one, or at most two, when growth of 
rel fe from the rib is its cause, until its size is such as to leave us in no 

oubt. 

Enlarged synovial burs, and lymphatic glands, give rise to tumors in vari- 
ous regions. The former have a very elastic feeling, and are generally some- 


MORBID GROWTHS. 129 


what tender, or rather, one might say, a cause of aching than of pain; the 
latter are hard, very constantly tender, and often inflamed ; they can only exist 
in the situations in which anatomy teaches us these structures are to be found 
in health. This forms the first ground for diagnosis; and in regard to the 
glands, we have the further knowledge of the ordinary causes of their enlarge- 
ment—the existence of some wound of skin or irritation at a distance, and the 
scrofulous diathesis. 

Scrofulous enlargements are much more frequent in the neck than elsewhere. 
Difficulty is most likely to be experienced in deciding whether a swelling in 
the groin be an enlarged gland ora small hernia. The history will very gene- 
rally serve to clear up any doubt, because the descent of a hernia is sudden, 
commonly after a strain or muscular effort, and if it continue to enlarge it soon 
exceeds the magnitude of a gland. In addition to this, a hernia may be almost 
always pushed back, and protrudes sensibly on forced expiration in coughing. 
Enlargement of the mammary gland is another form of superficial tumor; its 
consideration belongs entirely to the domain of surgery, as also does that of 
fatty tumors. ; 

In reyiewing the various regions, we find on the scalp encysted tumors, 
periosteal thickening, and fungoid growth; the former distinguished by their 
not being adherent to the bone, the latter by their hardness and tenderness. 
The face is especially the seat of epithelial cancer. In the neck we encounter 
enlarged glands, both lymphatics already mentioned, and salivary glands, 
which will be noticed in speaking of affections of the mouth and throat. We 
also find occasionally a chronic enlargement of the thyroid gland, in the form 
of goitre. This is a tumor, soft and painless, and generally very movable, 
extending across the trachea below the larynx commonly more to one side 
than the other. Thereare no general symptoms connected with its presence ; 
it may indicate faulty nutrition, but the health is unimpaired, and it is more a 
matter of inconvenience than actual disease. 3 

The region of the neck is closely connected with the thoracic cavity, and 
deep-seated tumors there may come within reach of the finger as they rise in 
the neck. We are not now to enter upon the consideration of such as can 
only be recognized by auscultation ; our present purpose is only to speak of 
those which are superficial. Mention has already been made of tumors upon 
the ribs, and inflammation and suppuration of the wall of the chest. Where 
matter has already formed, a soft tumor is found on the surface of the chest: 
this may have its origin in a local collection of pus in the pleura making its 
way out. The history of internal inflammation and superficial abscess is in 
general different, and if there be any doubt on the subject recourse must be 
had to the evidence which the stethoscope affords of the state of the lung and 

leura. g 
P Aneurism also gives rise to a soft tumor when it reaches the surface, but 
this commonly pulsates ; a collection of pus can only do so under peculiar cir- 
cumstances. The pus generally tends to the lower part of the chest; aneurism 
more frequently shows itself at the upper. In both cases, the lungs and heart 
must each be examined ; and some trace of disease in the one or the other~ 
will serve to determine us whenever there is any obscurity about the symptoms. 

Acfirm elastic tumor, protruding above the ribs, is generally an advanced 
stage of malignant growth in the chest. It is associated with general dulness 
on percussion either on one or both-sides, and with indications of pressure on 
the bronchi, the vessels, and the nerves ; with local pains in the arms, local 
cedema, venous tortuosity, occlusion of arteries, &c. ‘These symptoms will 
be taken in detail hereafter. It is to be remembered that the sallow hue of 
malignant disease is generally obscured by the obstruction to the circulation. 

Fungoid tumor, attached to the interior of the ribs, and pressing out between 
- them, is not very easily distinguished from superficial swelling. It very often 
happens that the patient has first noticed it after unusual muscular effort, and 
its progress has caused such infiltration and even protrusion of the parietes, 
that it is liable to be regarded as having been caused by the strain, and to 
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consist merely of an effusion of blood under the muscles. When close to the 
sternum, its characters are more palpable, as a rounded, firm, and elastic 
swelling; it has not the softness of a collection of fluid, but it may pulsate, 
from its proximity to the heart. After a time the cachexia of cancer, or the 
appearance of a secoud tumor, may remove all doubts. i i 

In thoracic tumors recourse may sometimes be had to the introduction of 
agrooved needle. It must be admitted that this is only a refuge for ignorance ; 
but ignorance is sometimes unavoidable in such obscure cases. i 

In the abdomen, a tumor may be simulated by mere muscular resistance. 
Knotted contraction of the rectus, or even of some portions of the transverse 

_tmnuscles, may give rise to doubt; some patients cannot be brought, by any 
inducement; perfectly to relax the muscles, partly perhaps from unwillingness, 
but partly also from abdominal irritation. This feeling of hardness is less 
local than tumor; it is also perceived to move with the parietes, and cannot 
be pushed aside. A jerking movement with the tips of the fingers in making 
pressure over different parts, will often serve to determine whether there be 
any hardness behind the abdominal walls; or by slow, firm pressure, we may 
overcome the parietal resistance. It is also important to ascertain whether 
there be dulness, on percussion, over the part, where the existence of a tumor 
is suspected. 

When a tumor is made out, its relation to the abdominal viscera must next 
be considered ; if small, its present position ; if of some size, its point of origin. 
But patients very often give the most extraordinarily inconsistent accounts of 
the origin of these growths. 

In the right hypochondrium it is probably connected with the liver, and the 
symptoms of disease of this viscus must be studied. It may be simply enlarged, 
from congestion or inflammation, or from chronic disease; or it may be dis- 
placed from the pressure of a belt in men or of tightly-laced stays in women. 
Under such circumstances, the edge of the liver of nearly its natural form 
may be felt, some way below the margins of the ribs, with firm resistance above 
and dulness on percussion. Sometimes on the surface of this enlarged mass 
a rounded fulness is observed, giving a sense of obscure fluctuation. It is 
important to distinguish that it is on the surface, and not at the edge, where 
a distended gall-bladder may be felt in the same way. If the history and 
symptoms are those of acute disease, this will indicate suppuration ; if they 
are chronic, it is more probably due to the presence of hydatid cysts. In 
place of the regular form of an enlarged liver, several rounded masses may 
be felt.in this region, extending more or less across the epigastrium. This is 
undoubtedly malignant, and the diagnosis of its connection with the liver de- 
pends both on the general symptoms of disease of that: organ, and on the 
circumstance that, by percussion and palpation, it is ascertained that they 
are continuous with it. This point must always be thoroughly investigated, 
because of necessity, when enlarged, it extends into the epigastrium, as it is 
limited by the ribs in the opposite direction. 

One or even more hard masses in the centre of the epigastrium, or lower 
down towards the umbilicus, not connected with the liver, are most commonly 
caused by cancer of the stomach. The general symptoms are more especially 
referable to that organ, and there is almost always vomiting, which at one 
period or other has been grumous or like “coffee-grounds.” The sallow, 
anemic hue of malignant disease is especially marked, from the combination 
of cancerous growth and mal-nutrition. 

In the left hypochondrium, simple enlargement of the spleen produces a 
tumor of an oval figure, which is perfectly even on the surface. This mass 
has sometimes been of such size as to reach quite down into the right iliac 
fossa. Its attachment is in the left hypochondrium, and the diagnosis will be 
more or less certain, as this fact can be made out. 

Occasionally a firm, hard tumor may be felt to the left of the epigastrium, 
which cannot be traced into the hypochondrium, and which, though accom- 
panied by malnutrition, has not been associated with symptoms distinctly 
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traceable to disease of the stomach ; such tumors have been found after death 
to be owing to scirrhus of the pancreas. The diagnosis is very difficult, and 
the position of the stomach is often such as to render it impossible to feel the 
hardened mass during life. 

Tn the lower part of the abdomen in females the conditions of the organs of 
generation, the uterus, and ovaries must be considered: these will be discussed 
in their proper place. Tumors connected with these organs all spring out of 
the pelvis. In the right iliac region accumulations of feces may simulate a 
tumor: this, though their most common, is not their only locality; and I 
would take the opportunity of reminding my younger readers that, in all exa- 
minations of the abdomen, care should be taken to obtain a full and free 
evacuation of the bowels before a diagnosis is pronounced. Similarly, in the 
centre of the hypogastrium, a hard round tumor may be discovered, simply 
due to over-distension of the bladder. By careful manipulation, fluctua- 
tion can be discovered ; but here, too, caution must be exercised, and, in cases 
of doubt, a catheter should be introduced, to ascertain its exact condition. 

Tumors below the level of the umbilicus, not traceable to these causes, 
generally have their origin in diseased conditions of the omentum, or of the 
lymphatic glands of the abdomen, or in local peritonitis. The two former 
present more decided characters of tumor, defined and indurated; the latter 
1s more diffuse, and very generally adherent to the parietes. They differ, too, 
in their history, as peritonitis is associated with pain and febrile disturbance, 
which are not essential to the others; and while the disease lasts, the symp- 
toms are those of a partially acute disorder. It very often terminates in 
abscess; it may be caused by a blow, or by inflammation or ulceration of 
some part of the bowel. In females, it may be confined to the structures 
round the uterus, and is best distinguished from the specific diseases of the 
generative organs by the fact of their having become adherent to the sur- 
rounding parts by the undefined character of the swelling itself, and by its 
tenderness on pressure. 

Disease of the omentum comes on gradually; it may be associated with 
irregularity of the bowels, sometimes marked by constipation, and not unfre- 
quently by some form of hemorrhage, but not attended with fever. The 
general state of the patient is anemic and cachectic; the tumor itself is gene- 
rally hard, and often nodulated, and may be made to move by turning the 
patient in bed from one side to the other. It often gives rise to pain, but is 
not essentially tender. 

Disease of the glands very generally causes cedema of the feet and legs; 
and sometimes also ascites, which much obscures its diagnosis; in this case, 
its characters are ill defined, but the tumor is generally found firmly fixed, 
and deeply seated towards the spine. Cis ee 

Almost all abdominal tumors are apt to be obscured by effusion into the 
peritoneal cavity. Tumors in the abdomen are very liable to pulsate ; and 
the question will occur whether it be aneurism. Abdominal pulsation is of 
comparatively little value, because all the contents of the abdomen, lying as 
Ahey do above the aorta and great vessels, are liable to succussion at each 
systole of the heart; neither is the presence of a “bruit” to be too much 
regarded, because, even in health, considerable pressure, and, in anemic states, 
very slight pressure on a large vessel, is sufficient for its production. En- 
largements of the liver and spleen are least likely to simulate aneurism. (For 
further particulars the reader is referred to Chap. XXIII.) 


§ 8. Of the Characters of Fumors.—After what has been said 
upon the localization of tumors, there is little to add on the sub- 
ject of their discrimination, as that can only be dealt with on cer- 
tain broad principles, when internal organs are concerned. To 
the surgeon it is all-important to be able to determine whether 
an external tumor belong to the class of malignant or non-malig- 
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nant disease; whether the condition of the patient be such as to 
lead him to recommend its removal with the knife, or to abstain 
from so doing; or whether the character of the tumor be such as 
gives him ground to hope for its diminution or disappearance by 
the employment of remedies of a less formidable character. To 
him, however, the question involves a great deal more than the 
consideration of the mere palpable characters of the tumor ; he, 
too, has to consider its history, its mode of growth, and its effects, 
as well as the condition of his patient, both with reference to cir- 
cumstances connected with his previous life and his present state. 
To the physician these are the questions of real moment: many 
anomalous conditions are found after death which had, and could 
have no history during life; many which, while offering few 
analogies to the post-mortem inquirer, have histories scarcely dis- 
tinguishable the one from the other; while, again, many of which 
the histories differ present lesions closely corresponding. 

The knowledge of these difficulties must not deter us from 
making the inquiry, so far as practicable, into the exact nature 
of the disease; but it ought to lead us to embrace in our view 
the whole of the circumstances of each individual case. To these 
we especially look for guidance in determining the very import- 
ant question, whether we have to do with the results of inflam- 
mation, or with a true or false hypertrophy of the organ, or with 
a malignant and necessarily fatal disease; and we must place in 
a subordinate rank the suggestions that may be received from the 
locality or the sensible qualities of the tumor. 

The forms which have been admitted into the table as being 
met with in the medical wards of the hospital are: (a) systic 
growths, (0) fungoid or encephaloid cancer, (c) scirrhus, (d) colloid 
cancer, (e) growths from bone. 

a. In considering the relative frequency with which we en- 
counter these several forms of morbid growth in different regions 
or organs, it may be remarked that cystic growths divide them- 
selves into two classes, the acephalocyst, which is entirely ad- 
ventitious, and the simple or compound cyst, which consists of an 
abnormal development of natural structure. We have already 
referred to the connection between the acephalocyst, or simple 
hydatid, and the echinococcus; practically there is no advantage 
in discriminating cystic growths except in so far as the knowledge | 
of the presence of fluid derived from its fluctuation leads to the 
evacuation of the contents. They all have this property in com- 
mon, that their destructive tendency is limited to the organ in 
which they are situated, and they affect the general health no 
further than as the function of that organ is of importance, or 
their size interferes with the integrity and usefulness of surround- 
ing structures. The hydatid is especially prone to infest the 
liver; and it is there alone that its presence can be made out with 
the remotest degree of confidence during life: of the other forms 
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of cyst, those only claim any notice which are found in the mamme 
and in the ovaries. Pathological anatomy, indeed, teaches us that 
other organs are liable to become the site of cystic growth, but I 
know of no test by which they can be brought under the province 
of diagnosis. 

6. Fungoid or encephaloid cancer is the form of malignant dis- 
ease commonly found in the chest, whether it be attached to the 
pleura or the mediastinum (in both of which it is sometimes a 
matter of doubt whether its first point of departure be not from 
bone), or whether it be developed from the intra-thoracic glands, 
or, as happens in rare instances, from the glands in the axilla. In 
the abdomen, it is the character which cancerous growth generally 
presents in the liver, it is that which is always developed when 
its origin is in the deep-seated lumbar glands, and it forms the 
most numerous section of cancers of the uterus and vagina. 

ec. Scirrhus, again, exists, in the largest proportion of cases of 
cancer of the stomach ; it attacks the rectum, and in rarer cases, 
other portions of the alimentary canal: in all of these we rest our 
diagnosis chiefly on that which is known to be its constant result, 
partial occlusion of the passage, which is not unfrequently com- 
bined with subsequent ulceration; evidence proving this event is 
therefore very confirmatory. Scirrhus of the uterus and vagina 
is often spoken of, and no doubt exists in many instances: most 
commonly, however, it is combined with fungoid disease, and very 
often cases are called scirrhus which ought to be called fungus. 

d. Colloid cancer seems most readily developed in the loose 
structure of the omentum and of the peritoneum generally; and 
its existence can only be inferred from the fact of abdominal 
enlargement, which cannot otherwise be accounted for, coinciding 
with constitutional disturbance. This form of cancer, however, 
is the one in which cachexia is least marked; and I must. again 
repeat that there is the most important point in medical diagnosis 
when we speak of cancer. Itis at least unwise to give an opinion 
implying the existence of cancer when the general indications do 
not point to something more than can be traced to local disorder; 
and while it is quite true that all internal growths are of serious 
import, because they are so little amenable to treatment, we must 
exercise great caution in attempting to analyze further, and say 
what is the exact character of the growth. 

e. Growths from bone seldom come under the physician’s notice, 
except when developed in the mediastinum, on the ribs, or on the 
bones of the pelvis: in these localities they are usually of a malig- 
nant character; the slower growing enchondroma is less common 
in them than in the long bones of the extremities, and the same 
- is true of the myeloid growths which have of late occupied the 
attention of surgeons. 


In history and physical characters, each of these forms of tumor presents 
differences which aid in their discrimination. Those connected with the 
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ovaries will be discussed in a future chapter; and in speaking of the female 
generative organs, we shall have to treat of growths peculiar to the uterus, 
which are not here alluded to, because of their invariable local connection. 
(See Chaps. XXXII. and XXXIII.) The diagnosis of cystic diseases of the 
mamme is essentially a question of surgery. Serous cysts in internal organs 
are distinguished by their even rounded surface, and the sense of fluctuation 
given to the finger of the observer; from their history we learn that the deve-~ 
lopment has been slow, while the condition of the patient proves that health 
is only interfered with so far as pressure impedes circulation, nutrition, or 
secretion. Encephaloid cancer is also rounded; but its surface is seldom 
even, it is nodulated and irregular, firm and elastic to the touch. Its history 
is that of decidedly rapid growth, though it varies much in this respect ; the 
patient suffers not only from the destruction of the organ which.it affects, and 
the evils arising from interrupted function, but also labors under a cachexia 
which infects his whole system. Scirrhus feels very hard, and presents only 
one or two distinct nodules with more or less irregularity of surface. Its pro- 
egress is slow; its history details disordered function long before any tumor 
has been noticed, and the cachexia of the patient derives increased intensity, 
from the interference with due nutrition, when the disease is situated in the 
alimentary canal; pain is more constantly present in this than in any other 
morbid growth. Colloid cancer presents an unevenly rounded, highly elastic 
surface; it may give a sensation to the finger nearly akin to fluctuation; the 
secondary nodules, which would serve very often as a pretty certain index of 
its nature, cannot be detected during life. Its growth is rapid; it does not 
greatly impregnate the system at large, but its position is such as commonly 
interferes very considerably with the assimilative process. The malignant 
growths from bone belong to the more rapid-growing cancers, although gene- 
rally firm and inelastic. This fact in their history serves to distinguish them 
from the non-malignant osseous growths, but their diagnosis need not go much 
beyond the question of the real or simulated connection with bony structure ; 
this is proved by their immobility and position. They take more or less the 
direction of the bone to which they are attached, and while some degree of 
movement can be made out between the superficial structure and the tumor, 
none can be obtained by any manipulation between that and the bone. 

Enlarged synovial burs and fatty tumors are recognized by their general 
indolent character, their locality, and the sense of fluctuation and elasticity 
which each presents. 
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CHAPTER X. 
THE QUASI-NERVOUS DISEASES. 


§ 1. Hysteria—Hvidence almost entirely negative—Simulation of 
other Diseases—§ 2. Chorea and Tetanus—The Muscular Symp- 
tom in each— Causes and Associations—§ 8. Delirium Tremens— 
Condition of Patient—Alliance to Mental Disease. 


§ 1. Hysteria —The important distinction we have drawn be- 
tween objective and subjective phenomena, derives its fullest 
illustration from this protean malady. Here the sensations of 
pain and uneasiness are out of all due proportion to the derange- 
ment of function and of nutrition; the feelings of the patient are 
the all-absorbing idea in her mind, and so completely do they take 
possession of her faculties, of her very nature, that vital functions 
over which she has really no volutary control, are swayed by 
the force which these feelings exercise when they become concen- 
trated on any particular organ. Although most fully developed 
in the female sex, and originally deriving its name from a sup- 
posed excitement of the female generative organs, an analogous 
disease is not unfrequently seen in men exhausted from any de- 
bilitating cause, or effeminate from over care and nursing of 
themselves; extreme nervousness is the only term in common 
use to express such a state. There is no exact line of demarca- 
tion. between this condition and one in which, the attention be- 
coming fixed on some particular organ, sensations are supposed 
to arise there, of the non-existence of which we are satisfied by 
collateral evidence of their absurdity or impossibility ; to this the 
name of hypochondriasis has been applied ; it merges into insanity. 

The question of diagnosis then simply takes the form of an 
inquiry into the reality and importance of the complaints of the 
patient. When these stand alone, or are out of due proportion 
to other evidence of disease, we conclude that they are exagger- 
ated if not unreal; and when their intensity, as described in lan- 
guage, is not borne out by the actual effect upon the individual, 
we conclude that they are unimportant. The following remarks 
will apply to either sex, although especial reference must be had 
to the female in discussing the subject of hysteria. There is 
usually such a constant simulation of other diseases, that it is im- 
possible to draw any general picture of it which would apply to 
every case, the only feature which they have in common, being 
the negative one of the absence of some important indication 
which is absolutely essential to the existence of the reality which 
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is imitated by it; the function which ought to be deranged is 
unchanged; the sign or the symptom which ought to be found is 
wanting; or we may even obtain direct evidence that the organ 
which is supposed to be the seat of disease is in a perfectly natural 
and normal condition, except that it is the point on which those 
morbid sympathies are concentrated. 

It has been already pointed out, how impossible it is to form 
any standard of comparison by which to measure expressions of 
pain. Other sensations admit of more analysis, and_generally 
have a more definite range. Thus a sensation of numbness may 
be analyzed into actual deficiency of sensitive power, or into mere 
tingling, which produces a relative feeling of insensibility; a 
sensation of weight, whether in the head or at the epigastrium, is 
an explicit statement of what we can understand, and what we 
can generally refer to some coexisting morbid state. Of pain 
generally it is most important to remember that it does not imply 
inflammation: too frequently these words are regarded as almost 
synonymous, and complaint of severe pain calls forth all the 
energies of antiphlogistic treatment: it is in reality nothing more 
than an expression of irritation of some nerve, and the cause of 
that irritation is to be soughtefor. Practically we have to remem- 
ber that the ultimate filaments of the nerves are distributed to 
various organs, and that every abnormal condition of the organ 
may give rise to sensations of pain. Thus, no doubt, in persons 
of weakly frame, muscular effort, which is painless in the robust, 
is a cause of more or less permanent aching; and errors in diag- 
nosis can only be avoided by searching out the site as well as the 
cause of irritation. 

The history often throws great light upon the nature of the 
case. Disorder of the uterine function, often, very often, acts 
upon the imayination of the patient, leading her to pay attention 
to and exaggerate slight uneasy sensations. Long ailment with- 
out material loss of flesh, proves that the sensations are not 
indicative of serious disease. The commencement of the present 
attack-has not been ushered in by the usual accompaniments of 
an acute or febrile disorder; in place of rigor or flushing, there: 
has perhaps been a fainting fit, or an hysterical paroxysm, and 
the whole relation of symptoms betrays more or less of inconsist- 
ency in their sequence and their supposed causes and: effects. 

At the time of examination the pulse may be either quiet or 
temporarily excited and quick, without heat or dryness of skin; 
it is not hard or wiry, it is not firm, nor is it often full, but gene- 
rally weak, and varying with the least excitement. If the face be 
flushed, it is out of proportion to the condition of the rest of the 
skin. ‘T’he tongue may be evenly coated, with projecting red 
papille; but there is no red edge, no thick brown streak in the 
centre, nor any patchy abrasion of epithelium; it is not dry, nor 
is there accompanying thirst. The urine is pale, limpid, and 
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copious; the bowels not altered from their usual state. There is 
no marked emaciation; there is no pinching nor anxiety of fea- 
tures; sometimes a marked readiness to tears, or alternation from 
smiles to frowns. 

There is often alleged loss of power, in one or both legs, or in 
-onearm. The best evidence of the reality of this state is obtained 
by rather rough handling, which will always bring out resist- 
ance; but it must be remembered that real loss of power is some- 
times associated with spasm or reflex action, and to complete the 
evidence the limb should be placed-in a constrained position, 
while the attention of the patient is strongly directed to some 
other organ; if the mind be thoroughly preoccupied, it will be 
supported for a moment or two by voluntary effort. 

On examining the region to which pain is referred, we very 
generally find extreme tenderness; the slightest touch is repre- 
sented as very painful, much more so than anything short of the 
most intense cutaneous inflammation could account for; it is dif- 
fused over a large surface, and is not local or limited; and if the 
attention can be abstracted, very firm pressure is borne without 
apparent increase of suffering. Very good evidence of this fact _ 
may be obtained by varying the tactile manipulation with one 
hand and directing the patient’s attention to that, while firm pres- 
sure is made with the other, or by referring to the condition of 
the uterine or any other functions in which the patient feels espe- 
cially interested. A distinction must be made between this mor- 
bid sensibility of hysteria and that which is felt in superficial 
rheumatism, or after muscular exertion. In such circumstances 
the tenderness which is really felt on a very slight touch, is re- 
lieved by firm pressure; but to elicit this fact requires no abstrac- 
tion of the patient’s attention: whereas the hysterical tenderness 
here spoken of disappears and reappears without reference to the 
mode of examination, simply as the attention happens to be di- 
rected to the spot. aaa 

In females the globus hystericus, or rising in the throat, or the 
occurrence of a regular hysterical paroxysm, often materially 
aids the diagnosis. But all the ordinary evidences of hysteria 
must not cause us to forget the possible coexistence of some 
severe ailment in such a constitution; and this so much the more 
~ that the very exaggeration of the symptoms may lead us to doubt 
_ the existence of actual disease in its early stage, because practical 

experience teaches us that it is not then necessarily associated 
with such symptoms. It is often a very nice point to determine 
what is due to imagination—perhaps associated with perverted 
volition—what is simply due to exaggeration, and what there is 
of real disease in the condition of the patient; and this can only 
be done by carefully weighing the relation of disordered sensa- 
tions, of perverted functions, and of abnormal or normal physical 
signs in each organ in succession. 
10 
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As the more frequent forms of hysteria are mere simulations 
of severe disease, so a regular hysterical paroxysm is, after its 
fashion, a simulation of epilepsy. The limbs are tossed about 
with the same violence, but more of method may be detected in 
the hysterical, more of regularity in the epileptic convulsions. 
The patient in epilepsy bites his tongue severely, hurts or wounds 
himself in falling; the hysterical female never seriously injures 
herself, and is only bruised by the energy of her movements dur- 
ing the paroxysm. The expression of the features is often hor- 
ribly distorted in epilepsy; is generally placid in hysteria, with a 
quivering tremulous movement of the closed eyelids. The epi- 
leptic fit ends in deep slumber, the hysterical paroxysm often in 
tears: in the one consciousness is suspended, in the other it is 
not so, except when fainting occurs; but of this it is sometimes 
extremely difficult to feel quite certain. 


§ 2. Chorea and Tetanus.—This is perhaps the best place to 
notice two diseases which stand on the confines of general disorder 
of the whole system, and special derangement of the nervous 
element init. They are marked by striking objective phenomena, 
which consist of acts of the muscular system not only involuntary, 
but incontrollable. These acts may be associated with a variety 
of other symptoms, as they may be with differing conditions of 
internal organs; but the muscular movement stands by itself as 
the sole indication by which the disease is recognized. Here 
diagnosis has but little to do. The element of the disease is quite 
unknown to us, and hence it is to the prominent symptom alone 
that we have as yet to look for the discrimination of each; to 
this symptom the name of the disease is applied, and by this 1s it 
characterized. 

The moverhents of chorea once seen can never be forgotten or 
mistaken; nor can the fearful spasms of tetanus be taken for 
anything else. It is true that in severe lesions of the brain, when 
the patient is in a state of stupor, or of delirium, convulsive 
movements may be seen in some cases, spasms of muscles in 
others; but no one who has seen the diseases can ever mistake 
them for chorea or tetanus. 


It is quite foreign to the purpose of this work to draw pictures of disease, 
as our sole consideration is the ground upon which diagnosis is to be formed, 
In chorea we rely upon the restless jactitation, the tossing hither and thither 
in the most uncertain manner of one or more limbs, or of the whole body. 
In tetanus, on the sudden and violent contraction of various sets of muscles, 
frequently alternating with as sudden relaxation. In chorea the system at 
large does not suffer much disturbance, except when other conditions of dis- 
ease are associated with it: in its more severe forms the expression of the 
features is almost maniacal, and the patient becomes gradually exhausted 
from constant restlessness, inability to take food, and insomnia, terminating 
in delirium, coma, and death. In tetanus the system early indicates febrile 
disturbance of a low and adynamic character, and the disease is generally 
attended by rapid sinking and prostration. The spasm of tetanus is sudden 
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in its invasion, alternating with relaxation; it can scarcely be confounded 
with permanent spasm or contraction of particular muscles, which is con- 
stantly associated with organic diseases of the nervous centres, especially 
with certain forms of pressure, and with induration of the brain or cord. 

Both chorea and tetanus may be simulated by hysteria; but the imitation 
is not such as can impose upon any one who has observed the true disease 
and is prepared for such a simulation. In hysterical movements there is 
necessarily more method than in those of chorea; in hysterical spasm there 
is seldom the exact correspondence in the condition of a whole set of muscles 
- found in true tetanus. In either case, when the suspicion is awakened, the 
abstraction of the patient’s attention will serve to interrupt the movements 
or relax the spasm. 

These diseases are generally found associated with some cause of irritation ; 
it may be said, perhaps, that they are always so, although our means of analysis 
frequently fail in detecting it. In chorea we have to seek for some shock to 
the nervous system in sudden fright, or some irritation in the digestive system ; 
loaded bowels, worms, &c.: sometimes the vascular system is deranged, and 
there may be a condition of anemia or disease of the heart; not unfrequently 
it is associated with that peculiar condition of blood that manifests itself in 
rheumatism; sometimes there is disease in the nervous system, but it has 
been less uniformly traced to this than to the other conditions already enu- 
merated. 

Jn-ietanus we inquire whether it be dependent on the irritation of some 
particular nerve, or on some obscure affection of the brain or spinal cord; 
whether it be eccentric or centric; traumatic, from the irritation of a wound, 
or idiopathic, without known cause ; in the latter case the question whether 
it have arisen from the administration of poison is suggested by the fearful 
revelations of recent times. Our investigations can reach no further. - 


§ 8. Delirium Tremens—We must also class this as a disease 
which involves something more than mere disorder of the nervous 
centres. It seems to be due to perverted nutrition of the brain 
consequent on the circulation through its mass of impure blood 
unsuited to develop healthy functions. Its relation to the nervous 
system is somewhat similar to that of mania: in classification” 
neither of them can be regarded as diseases of the nervous system, 
because in each there is an element extraneous to it; but in their 
development they are so intimately associated with it that we 
cannot doubt that they are accompanied by hidden change of 
structure. With reference to diagnosis, it will be more convenient 
to consider this disease, when speaking of delirium as a symptom 
of the condition of the brain, where its relations to other forms 
of delirium will be more easily exhibited. But there are certain 
_ general objective phenomena by which it is marked; it is a de- 

lirium cum tremore. ‘Tremor is its essential characteristic, which 
every act of the patient betrays: the hand cannot be held still; 
“but there is neither the jactitation of chorea, nor the regular 
shake of .paralysis agitans; the tongue quivers when protruded ; 
and these movements differ from the ordinary tremulousness of 
pure nervous debility, in the rapidity and excitement with which 
each act is performed. The patient sits down and gets up ina 
hurry, he raises himself in bed with a spring, he turns suddenly 
round to the person who addresses him, he thrusts forward his 
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hand for the pulse to be felt, and he puts out his tongue with the 
same quick unsteady movement, when directed to do so. 

All this may occur before any delirium has showed itself. 
From the patient himself, or his friends, it will be learned that he 
has either lately had a drinking bout, or that, being an habitual 
drunkard, he has been, under circumstances of privation, debarred 
from his accustomed stimulus; perhaps, that there has been some 
mental anxiety, and, along with this, his last few nights have been 
sleepless. He will say that he has been long ailing, that his pre- 
sent state has been supervening for weeks or months, and will 
often be exceedingly shy of telling that there has been any re- 
cent ageravation of his symptoms, or that they have, as we may 
be well assured from other sources, all come on within a few days: 
this appears to arise from a consciousness of the real cause of his 
malady, which he vainly fancies he may conceal; but it is worthy 
of noting, because it might lead to a mistaken diagnosis. 

The pulse is soft, often large, sometimes weak and quick. The 
tongue is evenly coated with a moist creamy fur. The skin is 
warm, frequently perspiring; but in the early stage it may be 
dry, and often exhaling somewhat of a rheumatic odor; it has 
never the heat and pungency of fever. In former days, when 
delirium was regarded as evidence of inflammation, depletion was 
no less had recourse to in this than in the delirium of typhus 
fever or of mania: but in this practice essential symptoms were 
evidently overlooked—that of the pulse and the moist tongue; 
and just as in attempting to form a correct diagnosis, so for the 
purpose of adopting sound treatment, the totality of symptoms 
must be considered in place of the mind being fixed on one which 
is remarkably prominent. 
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CHAPTER XI. 
GENERAL EXAMINATION OF REGIONS AND ORGANS. 


Disease often a Compound Phenomenon—All Organs ought to be 
examined— Negative as well as Positive Results stated—Hxami- 
nation of Brain and Nerves—of Chest—of Digestive Organs— 
of Urinary Organs—of Uterine Functions—Appearance of Skin. 


- WE come now to the consideration of particular organs, and it 

will be found that many of the more general indications sought 
for in the earlier part of the investigation have an especial bear- 
ing upon the diseased states to which each organis liable. These 
the student has been advised to note as he proceeded in his in- 
quiry, whether observed in the details of the history of the case, 
or in the general symptoms pertaining to the skin, the pulse, the 
tongue, the bowels and kidneys, or in the appearance and posi- 
tion of the patient. He has also been advised not to attempt to 
form a judgment on the case before each indication has been fully 
investigated, and the seat of any complaint of pain or uneasiness 
has been thoroughly examined; but he must be further warned 
that, although the history of the case, the general symptoms and 
the particular disorder, correspond to each other and make up 
one intelligible whole, he has not done his duty to himself or his 
patient unless a survey, however rapid, have been taken of the 
condition of each particular organ. This course is absolutely 
necessary, not only because the discovery of some obscure change 
may throw fresh light upon the totality of the symptoms, and 
ultimately lead to a different and more correct diagnosis; but fo 
the no less important end of ascertaining whether any distinct 
and superadded malady exist, which may most materially modify 
the treatment. 

As already stated, the order in which it is proposed to examine 
these organs follows the usual division into regions—the head, the 
chest, the abdomen, and the extremities—taking the dependent 
structures connected with the principal organs situated in each of 
these regions as they successively come before us. We commence 
with those of innervation, the brain, spinal cord, and nerves. We 
then take those of respiration and circulation, the lungs, the heart, 
and the bloodvessels; next, those connected with digestion, be- 
ginning with the mouth, the stomach, and intestines, with their 
investing membrane, followed by the liver, spleen, and kidneys ; 
and, lastly, the ovaries and uterus. After these will be noticed, 

‘the skin, cellular tissue, bones, and muscles. 
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Throughout the inquiry, the importance of system in every step of the in- 
vestigation has been pointed out, and I recommend to the student either to 
adopt the arrangement just mentioned, or to form for himself some other plan 
more consonant with the theory of disease which he-has been taught: in every 
case which presents itself to him he ought to follow exactly the same course 
in examining the different organs, although occasionally he may find it ad- 
vantageous first of all to examine thoroughly that organ which the history of 
the case or the prominent symptoms, whether objective or subjective, point 
out as the probable seat of disease, provided he have not, from general indi- 
cations, come to the conclusion that the disease is one of those having no 
local site. which have formed the subject of the preceding pages. His next 
care, in either case, should always be to examine in a definite order the various 
organs, with their local phenomena, and to note in his case-book the negative 
as well as positive results which he obtains. 

Ag a mere matter of detail, I would suggest that he should never enter in 
his notes such vague expressions as “ chest healthy,” but state explicitly the 
extent of his examination and its results, which need not, however, occupy 
much more space. Thus, to take the case of the chest, he may state simply 
that there is“ no complaint of pain, palpitation, cough, or shortness of breath- 
ing ;” and this would imply that the chest had not been examined by percus- 
siow or auscultation. He may go further, and record that ‘nothing abnormal 
has been discovered by percussion or by auscultation,” or he may limit him- 
self to some’particular portion, “breathing natural under the clavicles, at the 
back of the chest,” &c.; in the one case he is understood to have examined 
the whole, in the other only a part. The chief use of all these suggestions is 
to establish habits of accuracy; but if he should ever wish to refer to these 
cases in after years, if it should be his lot to publish reports of them for the 
information of others, then the value of definite statements will more clearly 
appear. 


In looking for indications of the state of the brain, we direct 
our attention’ to the mental phenomena of consciousness and co- 
herence; we have to observe whether there be any degree of 
slowness of apprehension, or inability to understand and reply 
to questions; whether there be any wandering.of thought, as ex- 
pressed by talking, or muttering, or irrational acts; and the 
relations which these bear to each other. The appearance of the 
eyes is closely connected with the state of the brain, as shown in 

\strabismus, and dilatation or contraction of the pupil. Deafness 
is another important indication, especially when associated with 
discharge from the ear: so is the manner of speech, slow, hesitat- 
ing, or imperfect. These objective phenomena are not all equally 
valuable; strabismus and deafness may have nothing to do with 
the present state of the brain; incoherence may be simulated by 
hysteria; want of consciousness by obstinacy; the-manner of 
speech may be a congenital defect; but they are each suggestive 
of further inquiry. In hysteria, we often meet with imitations 
of these various states, talking nonsense, singing, pretended sleep, 
cataleptic trance, &.; and if suspicion be aroused by the incon- 
gruity of these with the general state of the patient, or if the 
history indicate any previous symptoms of an hysterical character, 
careful watching may trace consciousness when there is pretended 
stupor, or a method and artifice in the delirium, which disease 
never presents. a2” 
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Subjective phenomena consist of statements of headache and 
giddiness, double or distorted or indistinct vision, tinnitus aurium, 
perversions of smell or taste, insomnia, loss of memory, &c. 

The condition of the nervous system generally is indicated 
either by the condition of muscles, in paralysis, convulsion, or 
spasm; or by sensations more purely nervous, pain, numbness, 
tingling, or anesthesia. 

Disease in the chest is shown by lividity of face, hurry, labor, 
or difficulty in breathing; by a history of cough or sensations of 
pain and dyspnoea. These more probably point to the heart, if 
palpitation be complained of, with irregularity of pulse, and the 
dyspnoea be felt in mounting a hill or going up stairs: they rather 
point to disease in the lungs, if cough be the more prominent 
_Symptom, accompanied by expectoration. 

“Diseases of the digestive organs will have for their general 
signs, loss of appetite, or a sensation of craving; pain after food 
or occasional vomiting; constipation; diarrhoea; disordered states 
of the tongue without corresponding indications of fever; pains 
in-the epigastrium and in the abdomen; fulaess, tympanitic dis- 
tension, hardness, tenderness, or fluctuation. “ 

For the kidneys we have always the ready means of inspecting 
the urine, and, in cases of doubt, examining it chemically and 
microscopically. Pains in the loins, in the groin, testicle, or 
urethra: excessive, scanty, frequent, or painful micturition ought 
always to lead to further inquiries. 

In females, it is generally desirable to ascertain the condition of 
the menstrual flux; regular or irregular, scanty or excessive, the 
intervals being tdo long or too short, and its appearance being 
accompanied by pain or uneasiness. We ought also to learn 
whether there be any other vaginal discharge. 

Eruptions on the skin, or distortions of bones and joint, do 
not readily escape observation; but, whenever pain on the surface 
is complained of, an inspection of the part is advisable, as it fre- 
. quently solves a doubt or a difficulty which all the description in 
the world fails to unriddle. 

__ .By such observations we determine whether further examina- 

tion of any particular organ may be necessary, not only in the 
way of instituting a more minute inquiry into symptoms, but also 
of making, when possible, a physical examination. Those con- 
nected with states of innervation have a high importance in the 
phenomena of disease; but here the physical aid 1s wanting, and 
too often we cannot get beyond a simple induction based upon 
the symptoms both general and special; and to them we now 
proceed. 
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CHAPTER XII. 
SEMEIOLOGY OF DISEASE OF THE BRAIN. 


Causes of Obscurity—History imperfect. 

Div. l1—Symptoms derived from Mental Functions—§ 1. Coma, or 
Insensibility—§ 2. Stupor, or Unconsciousness—§ 8. Insomnia— 
§ 4. Deliriwum—of Fever—of Delirium Tremens—of Inflamma- 
tory Kever—of Inflammation of Brain—of Insanity. 

Div. IL.—Symptoms from Nervous Sensibility—§ 1. From General 
Alterations of Sensibility—§ 2. From the Sense of Sight—§ 38. 
From the Sense of Hearing—§ 4. From Special Sensations. 

Div. I1l—Alterations in Muscular Movement—§ 1. Spasmodie 
Action—§ 2. Paralysis. 


In no department of medicine is diagnosis more obscure than 
in that upon which we now enter. Inclosed within its bony case, 
alterations in brain structure corresponding to phenomena during 
life can never be discovered till after death, when it is much more 
difficult to trace their connection; and numerous and diversified 
as are the functions of the organ as a whole, physiologists have 
yet failed to determine, with any degree of accuracy, the particular 
regions in which its various powers are developed, or the special 
uses of many of its parts. The theories of Gall and Spurzheim, 
had they been based on any sufficient groundwork of fact, might 
have rendered essential service in discriminating the site of dis- 
eased action; but experience has shown that perversions of those 
mental functions which form the basis of their system do not de- 
pend upon, or even correspond .with, lesions of the brain in those 
regions to which the names of organs have been assigned ; and it 
yet remains to be proved that special portions of matter are at all 
. necessarily connected with particular actions of mind. 

In addition to these difficulties we find one set of head symp- 
toms, so transitory in their character, that we cannot suppose them 
to depend on change of structure; while others, though more per- 
sistent, leave no trace for the observation of the anatomist: both 
of these must as yet be considered simply as disturbances of fune- 
tion, though they sometimes approach so nearly to the symptoms 
of structural disease, that it is very difficult to distinguish them. 
On the other hand, the evidences of structural disease of very 
different kinds are so exactly analogous, that the physician is at 
a loss in endeavoring to assign to each its exact cause: no less 
perplexing is the circumstance that the obscurity of the mental 
faculties in many of these conditions of disease deprives us of the 
aid which a true account of the patient’s sensations might afford, 
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as they are blunted, or perverted, or the power of analyzing and 
describing them is lost. . 

For the same reason, it is not unfrequently impossible to obtain 
a history of the case at all available for the purposes of diagnosis: 
and yet no part of the inquiry is more important. Impracticable 
as the exact discrimination of symptoms may be at the time of 
observation, each case is generally marked by successive features 
in its history which, if they have been properly noted and care- 
fully studied, will throw most important light on its character and 
causes. 

The pathology of the brain is much less understood than it 
ought to be in the present day, in great measure, I believe, 
because the importance of the antecedent phenomena has been 
underrated, and the symptoms have been read apart from the 
history. Abercrombie is deservedly one of the great authorities 
on diseases of the brain;. but the principles of diagnosis cannot 
be learned from his work on this subject, because, in: most in- 
stances, the previous history of his cases is so meagre. Let it be 
remembered, too, that in the present state of our knowledge this 
record of the symptoms during life is, in many instances, all that 
is really known of the disease, all that is really valuable in treat- 
ment; and thus, in this case, diagnosis becomes, as it ought to be, 
the handmaid of practice. = 

Mental alienation forms another element in the consideration 
of diseases of the brain, which is, as yet, very much beyond the 
reach of pathological research. Without speaking dogmatically, 
it may be affirmed that scarcely any lesion has been found in 
cases of insanity which has not also been present in instances in 
which the mind has been perfectly clear. We must be content to 
acknowledge our ignorance in this matter; and if we can trace 
out general resemblances, and classify cases according to some 
well-known types—more especially if we can discriminate the 
cases in which structural change exists from those in which it is 
not necessarily present—we shall have done all that we are justi- 
fied in attempting. — : 3 

It will probably simplify the study of the diseases of the brain 
_ if, before entering on their special diagnosis, this chapter be de- 
voted to an exposition of the symptoms which are more directly 
derived from the powers of innervation, as they refer to the mental 
faculties, and the centripetal and centrifugal nervous actions—the 
sensations and the muscular movements of the patient. 


Division 1—TuHE ConpDITION OF THE MENTAL FACULTIES. 


The indications derived from this source may be referred to 
two principal heads—consciousness and coherence—perception 
and reflection, These correspond to two very clearly defined 
features of disease expressed by the terms coma and delirium. 
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Between the two extremes we find an almost endless variety of 
examples, in which they are, more or less, blended together, where 
it is scarcely possible to tell whether the perceptive or the reflec- 
tive powers be most in abeyance; in such instances there is partial 
loss of consciousness, with a certain amount of insensibility to 
ordinary stimulus, and confusion of thought, Without active deli- 
rium; they may be only the transition stage from one state to the 
other, but are often distinct from either. Coma is related to sleep, 
of which it presents the greatest possible exaggeration; while 
delirium is associated with insomnia, which is its invariable 
attendant, and often appears as its precursor. 


§ 1. Coma, or Insensibility—Consciousness is entirely sus- 
pended; the mind is a perfect blank; the patient is alike deprived 
of the power of thought and expression, and of the knowledge 
of external things; voluntary action has altogether ceased; he 
makes no reply to any question; he may be pinched or pulled 
about, and he gives no evidence of pain or annoyance; the mus- 
cular movements are only those of organic life, or such as may 
be excited by a sort of reflex action, or unconscious resistance. 
In such cases it is important to discover whether the absence of 
voluntary action depends merely on the state of coma, or whether 
there be distinct paralysis of some of the muscles; a limb placed 
in a constrained position is moved in the one case by the counter- 
poise of flexion and extension, in the other it remains as a lifeless 
object in a condition of rest. When paralysis is present, the 
extent of the lesion is measured in some degree by the number 
and variety of the parts implicated; but two conditions are chiefly 
observed—hemiplegia, affecting one entire lateral half ‘of the 
body; paraplegia, or general paralysis, invoking both sides alike. 
(See Div. IIL, § 2, of this chapter.) 

If any history can be obtained, we have to inquire how the 
patient passed into his present state, whether he was attacked 
suddenly, or gradually increasing stupor and somnolence preceded 
the coma; avd in the former case, if there were any convulsive 
movement in the first onset of the attack. When no one was 
present to observe these circumstances, we may still learn much 
from the position in which the patient was found; as it points to 
the seizure having occurred when he was at rest, or having given 
him warning of its approach, or to its having overtaken him in 
the midst of action or exertion, or to its being the possible result 
of accidental injury. 


This condition is found in several different states. a. It may be the result 
of a fall or a blow, whén extravasation has been caused by fracture of the 
skull. The coma of concussion, which is the first effect of the accident, is 
not so deep, and there is never paralysis; hemiplegia points especially to ex- 
travasation. In their further progress these cases may pass into inflammation 
and serious disorganization ofthe brain. 

b. An apoplectie seizure, in which the patient has suddenly fallen down in- 
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sensible, without convulsion, or with convulsive movements very slightly 
marked. When hemiplegia coexists with coma, thus suddenly coming on, 
without any trace of injury, the diagnosis is certain. But apoplectic coma 
may exist without paralysis, and then its presence can only be determined 
negatively, by the exclusion of other possible causes. 

c. A comatose state may be caused by intoxication, or opium. In neither 
of these does it come on so rapidly ; intoxication betrays itself by the odor 
of the breath; and in poisoning by opium the person may generally be re- 
called to some degree of consciousness, until near the last stage. In these 
cases the previous circumstances, and the position in which the patient is 
‘ound, may be of great service in guiding our opinion. 

d. Coma may also be the result of extensive effusion of serum into the 
ventricles of the brain. It is difficult to conceive how this can happen sud- 
denly, and yet it is quite certain that patients are seized while walking along 
the street, or engaged in their usual avocations, with a fit, generally more or 
less convulsive in character, followed by coma, and not unfrequently attended 
with either paralysis or continued spasmodic action of one side of the body. 
The diagnosis rests chiefly on two points, the existence of convulsions in the 
primary seizure, and the extent of the coma which is scarcely so complete 
as in apoplexy ; in the latter spasmodic movements are seldom met with. A 
history of previous bad health, with debility, would lead to the suspicion of 
effusion ; a florid face and a full habit point more generally to sanguineous 
apoplexy. 
ese supervenes gradually in the course of a variety of diseases, indicat- 
ing either a morbid condition of blood circulating in the brain, or progressive 
disorganization of the brain itself: cases of the last description are more 
readily recognized. 


§ 2. Stupor, Unconsciousness, or Partial Coma.—aA certain de- 
gree of unconsciousness always accompanies delirium: this cir- 
cumstance will be subsequently referred to. We have now to 
consider the cases in which stupor is the prominent symptom. 

When coma is incomplete, but attended by: hemiplegia, or con- 
vulsive movements, the same rules of diagnosis are applicable as 
to complete coma. The phenomena of partial unconsciousness 
with paralysis are sometimes very remarkable. The attention of 
the patient is attracted by objects about him, which he follows in 
their movements with his eye; when spoken to he turns towards 
the speaker, and seems to make an effort to reply, and it may be 
conceived that paralysis alone prevents his utterance: on closer 
investigation, however, it will be found that, though the attention 

~ be roused, the mind receives no impression, and the patient, 
though not insensible, is yet unconscious. 

When paralysis is not present, the patient seems to be asleep, 
breathing regularly and tranquilly, but he is found to be in a 
very deep sleep; he is roused with great difficulty, and, without 
appearing to awake, he resists any attempts to move him in bed; 
he struggles when he is undressed; he pulls up the clothes about 
him when he is uncovered; and even when ‘thoroughly aroused, 
his mind is quite confused. Though unable to answer questions, 
or do as he is directed, he will make very distinct combined 
movements in changing his position in bed, and placing himself 
comfortably, as if he wished again to goto sleep. Here delirium, 
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or rather incoherence of mind, is evidently associated with partial 
unconsciousness, 


Of the conditions in which stupor is present, we find (a.) That it very often 
follows upon a regular epileptic seizure ; indeed, the sleep in which an epi- 
leptic fit almost always terminates may be said to be of this nature; and, 
though generally very transient, it is occasionally prolonged even for days. 
(b.) It is also met with as the result of what has been termed transient apo; 
plexy, or of concussion: the position the patient was found in sometimes aids 
in determining whether the fall was the cause of the confusion of thought, or 
whether it happened in consequence of loss of consciousness. Any appear- 
ance of blood about the mouth, showing the tongue to have been bitten, would 
lead us to believe the attack had been one of epilepsy; but in diagnosis, the 
distinction between epileptiform and apopleptic semi-coma is unimportant, and 
only demands consideration from the probability of recurrence in the one and 
the smaller chance of it in the other. (c.) Semi-coma from intoxication, or 
poisoning with opium, is not accompanied by the same degree of loss of con- 
sciousness. When the patient is thoroughly roused, he will indicate less va- 
cuity of mind. (d.) A comatose state sometimes commences very insidiously, 
without any complaint of particular ailment: there is a tendency to sleep; 
the patient is awaked with difficulty, and when roused and speaking rationally, 
he breathes deeply and slowly, and seems to fall asleep even with his eyes 
open, during a pause in the conversation; at first there is little confusion of 
thought, except momentarily, on awaking, but the coma gradually deepens, 
and is not unfrequently attended by convulsions. General ill health may have 
preceded it, but no particular derangement of any organ is traced in the his- 
tory. Such a condition points very certainly to albuminous urine, and poi- 
soning of the blood by the presence of urea; the probability would be stronger 
if anasarca had previously existed, but the point may generally be determined 
by examination of the urine. 


§ 8. Insomnia is a common attendant on most of those condi- 
tions with which delirium is associated. The report made of 
want of sleep by the patient himself is never to be depended upon, 
as to its amount, though he can generally say whether he have 
been asleep at all during the night or not, unless the mental 
faculties be completely obscured. Starting, or waking up sud- 
denly or ina fright, are phenomena less frequently relating to the 
brain than to the heart or stomach. In affections of the brain 
the question of most importance is whether sleeplessness preceded 
the delirium, or were only associated with it. 


§ 4. Deliriwm.—tThe term delirium, although generally applied 
to that wandering of mind which accompanies certain diseased 
states of the body, is equally applicable to the confusion of thought 
which supervenes on fixed delusion, and constitutes » paroxysm 
of acute mania. It is not our intention here to inquire into all 
the perversions of judgment, eccentricities of behavior, or altera- 
tions in the affections and moral feelings, which are met with in 
persons whose general health is not otherwise affected, and which 
give rise to the fearful apprehension that the mind is becoming 
unhinged; but it is necessary to allude to the phenomena attend- 
ing an attack of acute mania, in order to contrast them with those 
dependent on acute disease within the cramium. 
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_ The presence of delirium is shown by incoherence of expres- 
sion, traceable to hallucinations and illusions which have gene- 
rally a very fleeting character. Sometimes, however, they assume 
a continuous form, almost resembling fixed delusion. 

Incoherence is always combined with some degree of uncon- 
sciousness; and it is worthy of consideration how far this proceeds 
from obtuseness of perception and is related to coma, how far 
from preoccupation of mind and. confusion of thought. When 
coma is complete, there can be no expression of delirium; but 
when roused from a state of stupor, the patient may either be 
able to put out his tongue when desired to do so, and to give 
tolerably rational and consistent answers, or he may only reply 
by a vacant stare or an incoherent expression, showing that deli- 
rium is present as well as stupor. In delirium there may be the 
same impossibility of obtaining a rational answer, simply from 
preoccupation and incoherence: the question fails to give rise to 
any corresponding idea in the mind of the patient, This cha- 
racter of unconsciousness is very different from that depending 
on-stupor; it is often only partial, as indicated by his not recog- 
nizing individuals around him, and passing his feces and urine in 
bed, while an,impression stronger than usual produces a rational 
act. During the time that he is talking or muttering to himself, 
or addressing fanciful persons whom he imagines to be near him, 
he may be recalled by firmness of manner to such a state of con- 
sciousness as to give a coherent answer, or to do as he is directed. 

One feature common to all forms of delirium is that restless- 
ness which prompts the patient to attempt to get out of bed, and 
this even when the strength is so exhausted, that the act might 
be supposed to be impossible. There is almost always distinct 
exacerbation at night, and this is most marked in the slightest 
cases. Delirium at night is often observed when there is no indi- 
cation of wandering of thought by day; a patient who only mut- 
ters and talks by day will be noisy and unmanageable at night ; 
and it is perhaps only when mental excitement is at its highest 
pitch during the day that it does not appear to be increased as 
evening approaches. : 

Under the term incoherence of expression we include all the 
inconsistent acts as well as words of delirium. These are as 
~ yaried as the illusions under which the unhappy patient labors; 
but I think it may generally be observed that they are more up- 
roarious as the character of the delusion is more definite. Thus 
we find one patient noisy and violent, with difficulty kept in bed 
or restrained from doing a mischief to himself or others, but 
always governed by some prominent idea; another, who only 
mutters and rambles on in the most inconsistent manner; while a 
third is still and listless, either giving no answer at all or one 
wholly incongruous. All are liable to pass their feces and urine 
in bed; not from unconsciousness of the act, but from ignorance 
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of its impropriety. In this view of the subject, the cases are 
sometimes classed as examples of active and passive forms of 
delirium. 

It is most important to remember that delirium is not evidence 
of inflammation, and that in by far the majority of cases it is 
not accompanied by any inflammatory action at all within the 
cranium. The history of the case and the correlative symptoms 
must be carefully studied, because it is so constantly a concomi- 
tant of other diseases. 

a. It occurs in most severe attacks of fever. 

b. It is constant in delirium tremens. 

c. It is often associated with inflammation of some other organ, 
causing alteration in the blood, of which pneumonia is perhaps 
the most common. 

d. It may supervene in the course of acute rheumatism, or 
erysipelas. 

e. When the disease is confined to the brain, it may be linked 
with the tubercular diathesis ; 

f. Or it may depend on simple inflammation. 

g. It may be an evidence of maniacal affection. . 

During the existence of delirium all the organs will require 
closer investigation to elicit evidence of disease, than when the 
symptoms are unassociated with mental phenomena, because they 
are so much obscured by the unconsciousness of the patient to 
sensations of pain or distress; thus, an individual suffering from 
acute rheumatism will make movements in his delirium, which 
would have been exquisitely painful to him if his perception had 
not been blunted; or one laboring under severe pneumonia or 

-phthisis will cease to cough or suffer any inconvenience from the 
accumulation of secretion in the lungs. These points ought 
never to be overlooked. 


a. In fever the delirium is very often of a quiet character, with considerable 
prostration, inattention to surrounding objects, and unconnected muttering 
and rambling; sometimes, however, the patient is very noisy and excited, and 
can scareely be kept in bed, and this especially happens when the functions 
of the liver are disordered. It follows upon the insomnia of the early stages, 
coming on at first only at night, and continuing throughout to have nocturnal 
exacerbations ; there is great insensibility to external impressions, and fre- 
quently marked deafness. In addition to these characters of the delirium, 
there are the special indications of fever as distinct from those of inflamma- 
tion; the eyes are dull and suffused, not brilliant and ferrety, the movements 
are feeble and tremulous, and the pulse is essentially weak and soft: these 
characters have been already detailed. (See Chap. IV. 21, Continued Fever.) 

b. In delirium tremens it is accompanied by peculiar, hurried movements 
and muscular tremor; but there is also something in the character of the 
delirium quite distinctive; the mind generally runs upon one subject which is 
attended with anxiety or distress, either upon some business engagement 
which cannot be fulfilled, or on the presence of some disagreeable or disgust- 
ing object—some creature crawling about the bed, some horrible death’s head 
staring at the patient. It is a busy and active, but not a violent, delirium ; 
the patient is generally ready enough to do as he is told, will for the moment, 
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perhaps, abandon his imaginary pursuit to answer questions apparently in a 
rational manner, and put out his tongue when desired; but quite as often he 
still keeps hold of the bedclothes under the idea that they are some other 
object, and while answering the questions addressed to him, continues to issue 
orders to some of his imaginary subordinates. There is always great restless- 
ness; getting out of bed, pulling about the bedclothes, constant talking, gene- 
rally in a loud tone of voice, the same definite object always predominating 
in the mind, to the entire exclusion of surrounding realities. Sleeplessness is 
an invariable precursor of this form of delirium, preceding by some days its 
development, but the nocturnal exacerbations are rarely so marked as in 
ever. 

The moist, creamy tongue, the soft pulse, and perspiring skin are most im- 
portant indications, because they not only materially aid the diagnosis, but 
form the basis of rational treatment. 

c. The delirium of pneumonia very closely resembles that of fever; but & 
when it occurs in persons of dissipated habits, may more nearly approach to — 
delirium tremens ; just as happens when such persons meet with severe inju- 
‘ries, or suffer from erysipelas or rheumatism. Hence the delirium itself does: 
not aid our diagnosis, inasmuch as its causes, and consequently its manifesta- 
tions, are so analogous: when resembling that of fever, the pneumonia has 
an adynamic type like the common continued fever of the present day, and to 
the accompanying condition of the blood the delirium is due; while, when it 
approaches in character to delirium tremens, the impression made on the 
nervous system by habits of dissipation acts as the predisposing cause, and 
the pneumonia merely takes the place of any other depressing influence in 
exciting the delirium. 

The important point in diagnosis is, that the pneumonia should not be over- 
looked ; and a correct opinion will in all cases very much depend on systematic 

. investigation, when delirium is present along with internal inflammation. The 
history must be carefully inquired into, the general symptoms weighed, and 
the conditions of all the organs closely examined into. In the absence of more 
decided symptoms, quick breathing, a dusky flush on the face, and especially 
rusty sputa, are unlike fever; dryness of the tongue and smallness of the 
pulse, unlike genuine delirium tremens. 

Inflammation of the heart is another important condition which must be 
sought for in obscure cases of delirium. It is probable that, in cases where 
this has been found as the sole evidence of disease, the true explanation is 
rather to be sought in the association which has next to be studied. 

d. Delirium supervening in the course of acute rheumatism and erysipelas, 
These forms of delirium may be taken together, because there is alleged to be 
in each an occasional metastasis to the brain; in the latter the preceding state 
cannot be mistaken, but in the former the occurrence of inflammation of the 
heart may be accompanied by a retrocession of the affections of the joints, or 
may even be almost the only organ which rheumatism attacks ; in the present 
state of our knowledge we must look upon idiopathic inflammation of that 
organ as being=at least extremely rare. : “eee 

It is quite certain that delirium of a very active character may occur in 
both these disorders without any inflammation of the brain. In acute rheu- 
matism it generally commences _as a slight wandering at night, or is at first 
only marked by some peculiarity of manner; it then passes rapidly into deli- 
rium of a noisy kind, which is often accompanied by great obstinacy and re- 
fusal to answer questions or to take food and medicine, and sometimes by local 

~ or general spasm ; after a partial or complete remission, the delirium is apt to 

recur, and it then passes, in fatal cases, into coma and death. In erysipelas, 
it has a less active character generally ; it has much analogy to that observed 
in fever; beginning with the same wandering at night, it passes into-the low 
muttering and rambling form, and rarely assumes a noisy character; in fatal 
cases, this also terminates in coma. In persons of dissipated habits and dila- 
pidated constitutions, the delirium attendant on both of these diseases more 
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commonly simulates delirium tremens; and this is an important point in diag- 
nosis, because it decides the question at once of whether there be inflamma- 
tion of the brain or not. It is certain, under such circumstances, that the 
delirium is not due to metastasis. 

Metastasis, in the true sense of the word, must be exceedingly rare in ery- 
sipelas; it may be conceived, but is not known as part of its clinical history ; 
I mean the disappearance of the swelling and redness of the part coincidently 
with the incursion of head-symptoms. On the other hand, considering the 
nature of the disease, that it is not associated with exudation of lymph but 
of serum, it is quite possible that serous effusion may be due to, extension of 
erysipelatous inflammation to the membranes of the brain; but it is quite as 
probable that the delirium is merely the evidence of altered conditions of blood, 
of the circulation, and of the nervous energy, as in the other forms already 
noticed; and this is the more likely, because it exists without as well as with 
effusion. In diagnosis, we have only to remember that the delirium of ery- 
sipelas is not associated with inflammation of the structure of the brain, or 
with such inflammation of its membranes as leads to effusion of lymph or of 
pus; because this is the all-important point in treatment. 

In rheumatism, again, something very like metastasis to the heart occurs, 
and, therefore, there may be something like metastasis to the brain; the dis- 
ease is essentially erratic. Butin by far the larger number of cases we are 
sure that the delirium does not depend on metastasis, because rheumatic in- 
flammation of the joints, of the heart, and of the pleura, is accompanied by 
exudation of lymph, and rheumatic inflammation of the membranes of the 
brain should be similarly evidenced by the presence of lymph. Post-mortem 
examinations prove that this is very rare indeed; and we are, therefore, jus- 
tified in assuming that, unless the evidence of inflammation within the cra- 
nium derived from other sources be very decided, delirium, following upon or 
accompanying acute rheumatism, is to be classed along with that of fever, of 
pneumonia, of erysipelas, and to be taken merely as evidence of blood-poison- 
ing; and this so much the more certainly if there be no retrocession of the 
Nae of the joints, or if it have been preceded by inflammation of the 

eart. 

In one of the less acute forms of rheumatism, the synovial membrane is 
distended with serum, not with lymph, and several cases are on record in 
which the sudden disappearance of the effusion in the joint has been followed 
by an equally sudden occurrence of effusion in the brain. In these cases the 
symptoms were rather of coma or stupor than delirium; they, perhaps, are 
the only real instances of metastasis met with in practice. 


e. Delirium, when not symptomatic of disease in the blood, 
or in other organs acting through the blood, must be taken as 
indicative of changes going on within the cranium. It will be 
best first to consider that condition which is linked with the tuber- 
cular diathesis, in order that, by a process of exclusion, we may 
arrive at those which are uncomplicated. The association be- 
tween tubercles and inflammation of the brain was first clearly 
recognized in what is called the acute hydrocephalus of child- 
hood; it is not necessary that actual deposit of scrofulous matter 
within the cranium should take place, though it be frequently 
found there after death. Delirium is by no means a constant 
accompaniment of hydrocephalus; in fact, in early childhood, 
before, the reasoning powers are developed, it is not only difficult 
to take cognizance of such a state, but experience teaches that 
the disturbance is more likely to be manifested by convulsions 
than by mental phenomena. an 
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The association, however, is not limited to childhood ; in youth, 
or even in adult age, the same condition of inflammation accom- 
panies the tubercular diathesis, and must be presumed to spring 
from it. Here, delirium is one of the earliest symptoms of the 
disease ; its character sometimes resembles that of fever, and then 
the diagnosis is extremely difficult, because all the general symp- 
toms of fever are present; the pulse is quick, the skin hot, the 
tongue coated, and the bowels relaxed; like fever, the tubercular 
diathesis is apt to be associated with diarrhcea, ending in ulcera- 
tion ; as in fever, too, the pulse is essentially weak, and tends to 
be rapid; it is only distinguished by its great variableness. Pain 
in the head is more constant, there is often much heat externally, 
and the delirium is more pronounced and more constant; in its 
commencement it is not so distinctly a nocturnal state with total 
remission by day as in fever, and it is generally developed earlier 
in the disease. Such circumstances must at least lead to inquiry 
whether there be any evidence of tubercle. 

The delirium sometimes assumes quite a different form; it is 
such as has been called passive delirium; there is scarcely any 
talking or restlessness ; the patient lies in a partially unconscious 
state, taking little note of surrounding objects; confused in his 
ideas, answering either not at all, or in a very unintelligible man- 
ner, any question put to him, and unable correctly to describe his 
condition or his sensations; he passes his urine and feces invol- 
untarily, and is with great difficulty induced to put out his tongue 
and to take his food or his medicine; the tongue is less generally 
coated, sometimes tolerably clean, occasionally unnaturally raw 
and glazed. 

In the further progress of the disease, symptoms of pressure on 
the brain develop themselves in either case; there is dilatation of 
the pupil, and the supervention of coma, not from sheer exhaus- 
tion, but as the effect of active effusion. 

The history of the case generally records ill health of some 
standing; the more acute attack has been insidious; the febrile 
symptoms have not set in suddenly with rigor and general de- 
pression ; there has been marked pain of the head and delirium, 
as a very early symptom. It is to be remembered that we are 
not now speaking of the diagnosis of scrofulous inflammation, but 
of the delirium occasionally accompanying it, which is especially 
seen in youth and adult age: in such cases this mode of incursion 
is the usual one, though the disease may also set in, as it does 
more frequently in childhood, by severe vomiting and constipation, 
or by convulsions. As it is in the lungs that we can most surely 
trace the development of tubercle, it is to these organs that we 
must especially look for aid in our diagnosis; the condition of 
the abdominal viscera must also be inquired into; and we note 
the occurrence of hemoptysis, or the liability to diarrhoea, as 
important features in the narrative of the case. 
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f. Although delirium can by no means be taken as evidence 
of inflammation in the brain, it is a very constant symptom when 
the superficial structure and membranes are the seat of acute 
inflammatory action. The diagnosis, however, rests less on the 
presence of delirium than on other points to be noticed hereafter: 
it is generally of a more violent kind than any yet referred to, 
and more resembles acute mania; the patient is noisy and un- 
manageable, attempts to get-out of bed, tosses the bedclothes 
about in confusion, and would often injure himself or others if 
not restrained : it is less characterized by fixed delusion than by 
wild shouting and screaming; it is usually impossible to obtain 
an answer to any question, or to fix the attention on anything 
that is said. 

When such a condition exists, we seek for evidence of inflam- 
mation in quickness of pulse, flushing of face, throbbing of tem- 
poral arteries, intolerance of light or of sound, indications of spasm, 
convulsions, or paralysis, history of pain, vomiting, and’ constipa- 
tion. (See Chap. XIII. § 2.) 

g. The Delirium of Insanity——Cerebral pathology is yet so 
entirely at fault in the correct association of certain mental states 
with special change of nervous structure, that no attempt will be 
made to classify the various features of mania; the question of 
diagnosis need not be further pursued than to point out the dis- 
tinctions between the delirium, which is a symptom of recognized 
conditions of disease, and that which is more properly, in the 
present state of our knowledge, considered as merely mental. 
Neither does it come within the scope of a manual of diagnosis 
to discuss whether or not alienation or perversion can be predi- 
cated of mind, independently of disease of the organ of mind; 
but there seems to be no greater difficulty in acknowledging this 
possibility than in confessing to the truth which Revelation teaches, 
of the fallen and imperfect condition of the mind of man, as a 
moral and responsible creature. And as it is possible, by purely 
physical processes, to correct perversions of the moral faculties, 
and by similar means to restore the mental faculties in what is 
called the moral treatment of the insane, a curious analogy is 
thus established between them. It is enough for us that the terms 
mental alienation, insanity, or unsoundness of mind are used to 
designate conditions different from those which we are acquainted 
with, as diseases of the brain. 

As these terms imply, the prominent character of the state we 
are now discussing is an aberration of the reasoning faculties, the 
patient is unable to form a correct judgment on ordinary premises; 
and this may be limited to some particular subjects, or may apply, 
more or less, to all. But, besides the inability to reason correctly, 
there is generally a coexistent perversion of some particular fa- 
culty, moral or intellectual, or of some one of the affections, 
giving in each case its peculiar stamp to.the form of insanity, 
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and perhaps the only real cause why the judgment is erroneous. 
From this perversion springs the fixed delusion so often present 
in the insane—a false idea permanently engrafted in the mind, 
which, in its turn, leads to the production of hallucinations and 
illusions: these are independent of delirium, which we are now 
considering as a symptom of acute mania. When this condition 
is superadded, all the ideas are thrown into confusion, the fixed 
delusion itself may for a time be lost, or be in abeyance, or may 
acquire greatly increased force; some other prominent idea may 
take possession of the mind; or there may be perfect incoherence. 
The delirium of insanity exactly corresponds, in these respects, 
to the delirium of disease, and is only more distinct and more 
exalted. It comes nearest to that of acute inflammation, with 
which it is often exactly identical; and the diagnosis must be 
based on the mode of incursion and the indications derived from 
other symptoms. 

When the attack has been ushered in by perversion of the 
affections, alterations in temper or spirits, or by peculiarity of 
manner in acting or speaking, especially when these can be traced 
to some cause of anxiety, bad news, or sudden fright, it is pro- 
bably mania. Now and then, if the reports of friends may be 
trusted, cases of delirium tremens commence in a similar manner ; 
and we must guard against such a mistake by ascertaining whether 
there have been dissipation or excess prior to its occurrence. If 
due regard be had to those symptoms referable to the “general 
state” of the patient, the skin, the pulse, and the tongue, faulty 
diagnosis, which cannot always be avoided in diseases of the brain, 
will not lead to errors in treatment; rational as opposed to empi- 
rical remedies, can alone give satisfactory results. 

So likewise, in discriminating the delirium of acute inflamma- 
tion from that of acute mania, besides that light which is thrown 
on the case by the ascertained absence of peculiarity or perversion 
of ideas prior to its appearance, still more information may be 
gained by a strict examination of all the symptoms yet to be 
detailed, which point to inflammation of the brain as their cause. 


As we shall not have another opportunity for discussing the subject of 
insanity, a few remarks on its more general features may not be inappropriate 
in this place. Its forms are very varied : the patient may be morose, taciturn, 
or reserved ; or he may be loquacious, noisy, or unmanageable; any one or 
more of the faculties and affections may be the especial seat of the disease ; 
his delusions may be fixed and invariable, or may comprehend a constantly 
changing series of fancies; and these, again, are usually accompanied by the 
presence of hallucinations and illusions— mental impressions which seem to 
the patient to be produced by objects affecting his senses, when in truth they 
originate in the mind itself. These imaginings of the insane are very different 
from what may be more properly termed alterations in sensibility : in the latter 
the force of true impressions on the nerves is exaggerated or diminished in 
intensity, or their character is confused and indistinct; in the former, the 
mental conception is referred to the organs of sense, where impressions are 
felt exactly analogous to those which would be received if the corresponding 
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object had a real existence ; in the one the sensations are vague and ill-defined, 
in the other they seem distinct and clear. : 

In the strict application of terms, the word hallucination implies that no 
object is present to stimulate the organ to which the idea formed in the mind 
is referred ; while in illusions, existing objects, which in the first instance pro- 
duce the stimulus, are clothed by the mind in characters more or less foreign 
to their true nature, and these are so inextricably blended with the sensation 
originally produced, as to give rise to the belief that the resulting idea is 
wholly derived from an external impression. 

Morbid fancies are not limited to insanity; but when the judgment is per- 
verted or lost, they are not corrected by the force of true impressions opposed 
to them, and hence their permanence and domination in insanity and delirium. 

In mental affections the patient is usually out of health, but there are no 
general symptoms invariably present: the tongue is often foul, the bowels 
confined, and during the paroxysm of acute mania the pulse may be somewhat 
accelerated, but we seek in vain for evidence of inflammation, for convulsion, 
or paralysis, except when imbecility succeeds epilepsy, or paralysis accom- 
panies fatuity; the symptoms referable to the nervous system neither betray 
increased sensibility, nor loss of power, but consist of deceptions of the nerves 
of sense, delusions regarding external objects, and false impressions of the 
condition of the whole body, or of some particular organ. The main distinc- 
tion between the false impressions of the insane, and those of the hypochon- 
driac or dyspeptic, is that the belief in their reality in the one case implies an 
absurdity which the patient’s knowledge of the laws of nature would be suffi- 
cient to detect and expose, were he of sound mind; in the other the conception 
is not irrational according to his amount_of information on the subject. The 
most prominent exception to this general rule of diagnosis is found in the 
condition of puerperal mania, which seems to hold a place somewhat inter- 
mediate between mental alienation and the delirium of disease, being allied to 
the former in the perversion of the affections and the reason, and the absence 
of distinct signs of disease, while it is assimilated to the latter in its coinci- 
dence with the peculiar state of health belonging to pregnancy and parturition. 
Its diagnosis cannot be based upon any peculiarity in the manifestation of the 
mental phenomena, but simply on the fact of its occurring during the puerperal 
state, and occasionally after prolonged lactation, when perhaps it is rather to 
be regarded as mania occurring in a condition of anemia, than mania asso- 
ciated with pregnancy. In its commencement there is almost always delirium; 
after its subsidence the patient remains in a condition of temporary unsound- 
ness of mind: undoubtedly faulty nutrition is one of the antecedent circum- 
stances, but there is something more—hereditary tendency, insanity in other 
members of the family, or individual predisposition, as indicated by repeated 
attacks in successive pregnancies; at all events it is alike different from the 
blood-poisoning of fevers, inflammations, &c., and from delirium depending on 
change of structure in the brain. 


Division II.— ALTERATIONS OF SENSIBILITY. 


Sensation may be morbidly keen, or it may be obtuse and even 
entirely lost, or it may be perverted; each of these conditions 
extends, more or less, to the whole nervous system, or is limited 
to particular organs. With reference to all alterations of sensi- 
bility, a distinction must be made between pain and tenderness: 
the one denotes the existence of some unusual stimulus, the other 
indicates increased susceptibility to any impression; they are 
often present together in various conditions of disease (e. g., local 
inflammations), and we are apt to consider them as only different 
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expressions of the same nervous phenomena. When they are 
taken as symptoms of cerebral disease, and when no local cause 
exists in the part in which the phenomenon is present, it is still 
more important to remember the exact idea which each conveys: 
the one is to be regarded as perverted sensation; the other as 
morbid sensibility. 


§1. General Alterations of Sensibility—General tenderness of 
surface is not a symptom of much consequence when standing 
alone ; it is then commonly the result of hysteria, or mere nerv- 
ous excitability; if associated with causeless anxiety, depression, 
or dread, or with irascibility of temper or great elevation of spirits, 
it points to insanity. 

Sensibility generally diminished is probably never seen except 
as the result of mental alienation, or as combined with general 
paralysis; but it must be remembered that it is not by any means 
a necessary concomitant of paralysis. 

Perverted sensations affecting the whole system are similarly 
best-seen in cases of mental delusion. Analogous phenomena 
are observed in the sensation of heat complained of by patients 
in Asiatic cholera, while the whole body is sensibly cold; in the 
sensation of chilliness in fever, when the skin is morbidly hot to 
the touch; and in the extreme cold and shivering of ague, or of 
severe rigor. The tingling and formication of jaundice, and 
similar sensations produced by the action of certain substances 
in peculiar idiosyncrasies, are scarcely to be regarded in the same 
light. The only one which really bears on our present subject is 
that general sensation of pain and malaise which cannot be local- 
ized by the patient, and is not to be accounted for by the condi- 
tion of the blood, as in fever; this symptom is not to be lightly 
disregarded, and is often the precursor of more serious lesions of 
the nervous system. 


§2. Alterations in the Sense of Sight.—Of local conditions, none 
deserve more consideration than those presented by the organs of 
vision, where the pupil so readily exhibits the increased or dimin- 
ished sensibility of the retina, independent of the patient’s voli- 
tion. They consist of—_ ; 

a. Difference of size of the pupils on either side, which may 
with certainty be regarded_as evidence of severe lesion of one- 
half of the brain; it usually results from partial or complete in- 
sensibility of one retina, and very rarely from increased suscep- 
tibility or irritability : in the majority of instances it is a dilatation 
of one pupil, and not a contraction of the other. 

b. Morbid contraction of both pupils, associated either with (1) 
intolerance of light, pointing to inflammatory action; or (2) with 
insensibility more or less marked, especially seen in coma and 
narcotism; or (3) simply with increased irritability, the pupils 


158 SEMEIOLOGY OF THE BRAIN. 


dilating pretty freely when light is withdrawn, but contracting 
unduly on its admission. oa. 

c. Morbid dilatation of both pupils: (1) with insensibility com- 
plete, indicating pressure equally affecting both hemispheres, and 
hence most commonly seen in effusion of fluid in the ventricles ; 
(2) with oscillating movements when light is withdrawn, and again 
suddenly admitted—a condition most commonly found in the 
transition stage from inflammation to exudation in the hydro- 
cephalic forms of disease; (3) with sluggish movements, which 
only show-an obtuseness in the perception of light, and the ex- 
citement of reflex action, the pupil dilating largely, and contract- 
ing feebly when light is withdrawn and again admitted—a com- 
mon condition in fever; (4) a similar state of the pupil is also 
produced by belladonna, hyoscyamus, &c. 

Dilatation of the pupil, with insensibility of the retina, exists in amaurosis, 
and the distinction between blindness resulting from disease of the nerve and 
that which is consequent on disease of the brain is to be sought in other symp- 
toms of disordered innervation. 

The point to be studied is the effect of the sudden admission of light after 
its exclusion. When no change at all occurs, sight is lost, whether in con- 
traction or dilatation ; but the movement may be so slight as to eScape obser- 
yation. In contraction, intolerance of light, or a sense of pain on its admis- 
sion, is to be carefully noted ; in dilatation-we have to watch for evidence of the 
existence of vision when the patient is unable to express his own sensations. 

Increased irritability, seen in rapid contraction and full dilatation on the 
admission or exclusion of light, stands exactly opposed to sluggish action ; 
the one indicates exalted, the other depressed, nervous energy. It is very re- 
markable how the presence of some object producing an unusual degree of 
attention in a patient who is listless and depressed, such, for instance, as the 
entrance of a friend or near relative, may immediately restore the pupils for a 
time to their normal excitability. In examining the condition of the pupil, it 
is of the greatest importance that light should be excluded from both eyes at 
the same time, in order to judge correctly of the effect of the stimulus upon 
either when it is again admitted. 

d. Perversions of the sense of vision have less definite relations 
to conditions of brain. The most important are: (1) double 
vision, especially when not associated with strabismus, which 
comes more properly under the head of muscular movements; 
(2) dimness and haziness of vision, partial loss of sight-when a 
portion of an object is lost and seems to be cut off, muscz voli- 
tantes, and ocular spectra; (8) hallucinations and illusions, in ’ 
which unreal objects are seen, or natural objects are clothed in 
unreal shapes, the constant accompaniments of delirium. The 
first division is that which demands the most attention, as being 
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probably indicative of cerebral disease; the whole of those classed 
in the second division are more commonly observed in sympa- 
thetic or functional disturbance; the third are the results of deli- 
rium or mental alienation ; ocular spectra are distinguished from 
them hy their accompanying states of perfect consciousness and 
reason, when the evidence of the other senses proves to the 
individual the non-existence of the object. 
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§ 8. Indications derived from the Sense of Hearing.—These are 
much less numerous, and, though often dependent on mere local 
causes, some of them are not without value. — 

a. Deafness supervening in the course of a febrile attack, as in- 
dicating diminished sensibility of the brain, is almost certainly 
an evidence that the disease is fever and not inflammation. Ex- 
treme degrees of deafness are sometimes produced by pressure. 

6. Deafness of long standing in a person suddenly attacked by 
‘ebrile disorder, should always lead to inquiries into the state of 
the ear. Disease located there is very apt to excite inflammation 
within the cranium; it is commonly accompanied by pain and 
purulent or fetid discharge. For the same reason, when pain is 
present, we ought to inquire into the existence of deafness, or any 
other evidence of disease; and thus a history of scarlatina, as 
antecedent to the deafness, is very instructive. 

c. Intolerance of sound or noise is a valuable symptom of great 
nervous irritability. 

d. Less importance is to be attached to the existence of tinni- 
ftus-aurium, of unnatural sounds and noises, or voices.- The for- 
mer may exist along with disease of the brain; the latter are 
more commonly referable to a mental state; but both are not un- 
frequently the result of mere local affection. 


§ 4. Special Alterations of Sensibility—Perversion and loss of 
the senses of taste and smell are comparatively unimportant with 
reference to disease of the brain; they are generally dependent 
on some morbid condition of the nerve or the mucous membrane. 
Alterations of common sensation in other organs derive their 
chief significance from our being able to determine whether the 
affection be limited to the filamentous extremities of the nerves, 
or be produced by some cause acting upon their main trunks, or 
be connected with disease of the nervous centres.. We have to 
consider the condition of the parts to which the nerve is distri-_ 
buted, and the relation of the affection to its ramifications. When 
the sensation is referred to the terminations of' one nerve, we have 
to observe whether any perceptible change of texture in the organ 
to which it is distributed can account for its existence; when no 
such cause exists, we have to inquire whether the sensation be 
limited to the branches of that nerve, or extend to others having 
a similar origin. Those which have especial reference to the 
central structures are such as affect the entire half of the body, 
or extend equally to either side; those limited to the nerves will 
again occupy our attention (see Chap. XVI.); but it may be here 
remarked that local fixed pain often accompanies the early stages 
of chronic disease of the brain, especially in organs not otherwise 
the subjects of common sensation, such, for example, as hyperss- 
thesia of the organs of the abdomen. It may be quite impossi- 
ble to show the cause of this connection, and the fact cannot, 
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therefore, be made available for the purposes of diagnosis; but it 
is well that it should be borne in mind, that its weight may not 
be lost in considering other symptoms of disease. 
Pain of the head and giddiness are among the local alterations 
of sensibility which frequently accompany disease of the brain, 
and yet they are the least to be relied upon: not only do they 
continually fail in giving notice of mischief going on within the 
cranium, but they are associated with so many other disorders, 
that in by far the greater number of instances they do not point 
to any serious lesion. Thus they are to be met with in dyspepsia 
and constipation, and in almost all the disorders of the digestive 
and assimilative processes; they constantly coexist with disorder 
of the circulation, disease of the heart, anzemia, and plethora, 
whether the head be too freely or too scantily supplied with 
blood: they are frequently associated with altered conditions of 
the blood itself, in fever, inflammation, chronic blood ailments, &c. 


These belong to what we call functional disturbance of the brain: if rightly 
considered, they ought not to give rise to any important misconception; for 
in‘every instance the organ in which concomitant symptoms of disorder exist, 
ought to be carefully examined. For example, we know that vomiting and 
constipation are very often secondary to inflammation of the brain; and if 
for a moment this circumstance be forgotten, and the attention be directed 
only to the local derangement, we find nothing there sufficient to account for 
the inflammatory fever which is going on; the tenderness of abdominal in- 
flammation is entirely wanting: on the other hand, in dyspeptic headache, 
however intense the pain, the evidence of inflammation cannot be traced, but 
the liability to disorder of the stomach is a fact easily made out. Useful informa- 
tion may be obtained in cases in which there is a possible connection between 
the head symptoms and disordered circulation or disease of blood, by inquir- 
ing whether the pain be relieved or aggravated by assuming the horizontal 
posture. If the general symptoms be only those of fever we shall have more 
difficulty in determining whether the altered sensibility be caused by the fever, 
or whether it point to some more serious lesion, and ought to teach us that 
the fever itself is only symptomatic. 

It must not be forgotten that the pain is sometimes external to the skull ; 
rheumatic, with tenderness of the skin and rheumatism in other parts; in- 
flammation of the scalp, in commencing erysipelas or disease of bone, 
inflamed pericranium, &c. 

In all the functional disorders of the nervous system we must be careful 
neither too hastily to conclude that they are limited to the nerves to which 
the sensations are referred, nor too ready to ascribe them to disease of the 
central organs; there are no such cases occurring in practice which are not 
occasionally associated with either condition. 


Division II].— ALTERATIONS IN MuscuLAR MOVEMENT. 


Indications derived from the muscular system divide themselves 
into irregular or involuntary movements, and loss of power: 
spasms, convulsions, and palsy. Some of these conditions have 
been already enumerated, but they must be again cited, in order 
to contrast them with those which are essentially connected with 
disease of the brain: they belong to objective phenomena, and 
are symptoms which can hardly escape observation. 
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§ 1. Spasmodie Action—The slightest, but not the least import- 
ant form of this affection is seen in the muscular twitchings of 
fever, as subsultus: it is at first only indicated by a tremulous 
movement in performing any voluntary act, caused by the irregu- 
lar action of the muscles combined in its performance, and differ- 
ing In some measure from the tremor of mere weakness by this 
irregularity: in a further stage of the fever it is more constant, 
and such movements of the muscles of the arm are almost always 
seen: at an advanced period it is combined with delirium, assum- 
ing the character of “ floccitatio,” a picking at the bedclothes, 
performed in this tremulous and irregular manner. It does not 
prove that there is any peculiarity in the fever poison, but only 
that the brain and nerves are especially acted upon by it. Tremor 
also characterizes the muscular movement in delirium tremens; 
in this condition there is less irregularity of action, and every 
motion is performed in a hurried manner, with marked energy 
fie activity, while in fever they are all essentially slow and apa- 
thetic. 

When the muscular twitchings are more spasmodic or convul- 
Sive in character, and there is delirium or loss of consciousness, 
we have reason to suspect more serious mischief; they are in 
such circumstances often confined to one side of the body, or 
more marked on one than on the other; not unfrequently paralysis 
of one side is seen associated with spasmodic twitchings of the 
other. In such affections imperfect co-ordination of muscular 
movement is associated with some irritation of nerve-fibre which 
stimulates the muscles to action. 

Loss of voluntary control is also a phenomenon of chorea, in 
the form of irregular jactitation of the whole body, of the vari- 
ous limbs, or only of one of them; the movements are more 
spasmodic than convulsive; the muscles act, not simultaneously, 
but severally, in opposition to, or uncontrolled by volition. 

The absence of delirium or stupor in this instance, proves that 
no serious lesion of the brain exists, and leaves it undecided in 
what part of the nervous tracts the irritation is seated. 

General convulsion is a more fearful form of spasm; the mus- 
cles of the whole body are thrown into violent and irresistible 
contraction, which produces contortions of the features and move- 

ments of the limbs; volition is lost, consciousness is suspended, 
contraction of one set of muscles is immediately followed by that 
of their antagonists, in consequence of which the body may be 
thrown by an almost superhuman strength from one side to ano- 
ther; the feces, the urine, and the semen, are often involuntarily 
evacuated. General convulsions occur in various forms of brain 
disease, but attain their greatest severity in the distressing attacks 
of the regular epileptic; the great distinction between epilepsy 
and convulsion will be found in the context of symptoms; at its 
first incursion, the patient attacked with epilepsy seems to be in 
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perfect health before his seizure; when it has passed, there is 
nothing beyond a feeling of languor for a day or two, or muscular 
soreness from violent action, to show that he has passed through 
the struggle; he once more appears to be free from disease; in 
its later stages the history of recurring attacks leaves no room 
for doubt. When dependent on other diseases, convulsions do 
not stand alone, but are found in connection with a febrile state, 
with delirium, or with stupor. (See Chap. XIII. § 5.) 

Children are particularly liable to convulsions; irritation of the 
nervous system is with them very apt to produce the affection, 
and teething, disordered digestion, or intestinal worms are its 
common causes; but we must remember that it is not unfrequently 
the first symptom by which the attention of parents or nurses is 
drawn to the existence of insidious inflammation. In adults 
there is generally some previous history when convulsion is a 
symptom of disease of the brain; still it does occasionally occur 
as the first manifestation of fatal effusion of serum in the ventri- 
cles, in consequence of the very same sort of inflammation as the 
hydrocephalus of childhood. Convulsion is also a very usual 
symptom of blood-poisoning, in cases of albuminuria. 

Spasm is the prominent feature of tetanus; muscular rigidity 
more frequently occurs in connection with disease of the brain: 
it sometimes supervenes on paralysis, causing permanent contrac- 
tion, or it remains as a consequence of convulsion, especially in 
childhood; in other instances it arises slowly and spontaneously 
in long-protracted disease, and in such circumstances it must be 
regarded as a serious symptom. 

Strabismus occasionally exists as a condition of muscular spasm, 
but is more commonly due to paralysis. It is one of the incidents 
in general convulsion, and is transient, except when followed by 
paralysis of the antagonistic muscle. In inflammation within the 
cranium it is frequently produced by irritation of the origin of 
the motor nerves, and is then a very common cause of double 
vision. 


§ 2. Paralysis, as a symptom of disease of the brain, must be 
studied especially with relation to its extent and duration, and 
also the mode of its incursion. It is one of those disorders which, 
in a truly scientific classification, could find no place except as a 
symptom of disease; but we are met by the impossibility of 
ascertaining the exact condition of the nervous structures during 
life, and we also know that, while it is dependent on a great variety 
of causes, its features present characters which are constant and 
invariable; thus in some cases we cannot get beyond the fact of 
paralysis being present, while in others, the primary cause having 
been removed, the function of the muscles only remains in abey- 
ance until they are roused by the repeated application of some 
local stimulus, It has therefore seemed necessary to assign to it 
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a separate place in our classification (see Chap. XV.), and then 
the question of its causes and extent will be more fully examined. 
We may here remark that paralysis of cranial nerves must be 
more important than that of solitary nerves in any other part of 
the body, because the lesion isso much the more likely to be 
within the skull, and similarly, either hemiplegia or paraplegia, 
extending to the nerves originating next to the foramen magnum, 
is more serious than when either disease is limited to the lower 
limbs. Again, hemiplegia is more important than paraplegia, 
because the two hemispheres of the brain are more distinct than 
the two halves of the spinal cord, and affections of one side are 
therefore more likely to have a cranial than a spinal origin. 
_ The fact of the paralysis being complete or incomplete, does 
not so much affect the situation of the lesion as its character, and 
is-chiefly of importance because the one is a reality about which 
there can be no question, while the other may either be overlooked 
by the observer or may be simulated by diseased imagination or 
perverted will. It is to be remembered that we are only dealing 
now-with one symptom, and if we are to attain to correct diag- 
nosis we must compare it with the other evidence of cerebral 
disease, and not hastily conclude that, because the apparent para- 
lysis is such as might have a cranial origin, this is any sufficient 
ground for assuming its existence. TE 

Ptosis is a symptom not readily to be passed over: difficulty 
in articulation, thickness of speech, stammering and stuttering or 
hesitation, in persons who have had no such previous affection, 
are also of much importance in relation to disease of the brain, 
indicating, as all these do, some affection of cranial nerves. Their 
anatomical relations may help us to trace the point at which dis- 
eased action is going on; and where two or more nerves issuing 
by different foramina are simultaneously affected, we have at 
least strong presumptive evidence that the cause of the paralysis 
lies within the cranium. 

Strabismus again comes under consideration, as it often is due 
to paralysis. We have to inquire whether it be recent or of old 
standing: in its chronic state there is generally retraction of one 
“muscle with elongation of its antagonist, which is of no-moment 
as a symptom of disease now going on, as it is either the remnant 
-of some convulsive attack in childhood, or the consequence of 
some defect of vision; in its recent state it is very frequently the 
evidence of irritation and muscular spasm, but is also occasionally 
seen along with paralysis of other cranial nerves, as the effect of 
pressure, ¢. g., along with dilatation of the corresponding pupil. 
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CHAPTER XIII. 
DISEASES OF THE BRAIN. 


History—Acute and Chronic—Antecedent States—{ 1. Scrofulous 
or Tubercular Inflammation——In Infancy—its Early Stage—iis 
Advanced Stage—In Adults—its Association with Phthisis—Tu- 
bercles in the Brain—§ 2. Simple Inflammation—its Causes and 
Oharacters—its Locality—§ 3. Chronic Disease—Distinguished 
by its History and Symptoms—§ 4. Apoplexwy— Characters of the 
Fit—History—Partial Coma—Serous Apopleay—Associations 
—§ 5. Epilepsy—Convulsion—ats Periodicity— Hysterical Eppi- 
lepsy—§ 6. Functional Disturbance—its Characters—Associated 
with Disease in other Organs—with General Debihity. 


In the preceding chapter a general outline has been given of 
the very large class of symptoms which must be investigated in 
inquiring into conditions of disease in the brain, and at first sight 
their number and variety seem to present almost insurmountable 
difficulties; but in reality it is not so; in any given case, we are 
rather left in the dark by the absence of trustworthy evidence 
of the state of the brain, than bewildered by the number of ob- 
jective and subjective phenomena; thus, when the mental func- 
tions are deranged, we lose all aid to be derived from the sensa- 
tions of the patient; in some cases one symptom (e. g., paralysis) 
stands alone, in others there is scarcely anything to indicate the 
existence of disease beyond the presence of pain, which we know 
may be exaggerated, or may depend simply on disturbance of 
other organs. 

We cannot too often recur to these important principles—(1) 
to inquire in every possible way into the history of the case; (2) 
to examine most carefully the condition of other organs, and 
search for the existence of other diseases; if these two points be 
neglected, correct diagnosis is almost impossible; if properly 
attended to, thex not only lead us in the right direction when we 
fail to get at the exact truth, but they also enable us to avoid 
many errors. The next step is to consider the various important 
lesions of the brain, and ascertain whether the case under inves- 
tigation adapt itself to any one of these not overlooking the pos- 
sibility of insanity and simple functional disturbance, which, with 
se their complex associations, belong distinctly to diseases of the 

rain. 

The primary division is into those with and those without a 
febrile state. Acute diseases of the encephalon in adults seldom 


DISEASES OF THE BRAIN. 165 


arise spontaneously, or without previous derangement of health ; 
hence the importance of the history of the case. We may thus 
be enabled to exclude “head symptoms” occurring in the course 
of some other acute disease; it is only necessary to guard against 
being misled by a vague assertion of the existence of fever, when 
this was but the first step in the progress of inflammation. The 
history also conveys very important information with reference 
to the recurrence of headache, to pain or discharge from the ear, 
to previous loss of power, or attacks of convulsions in genuine 
ceases of disease of the brain, or to cough and emaciation as pre- 
ceding tubercular meningitis; in either case inflammatory action, 
when present, is, as it were, engrafted in old standing disease, 
and this is its most common course; on the other hand, it is some- 
times developed suddenly in a person who had previously enjoyed 
perfect health, with great febrile disturbance, severe pain in the 
head, vomiting, and constipation; or it is announced in a more 
unmistakable manner by the coexistence of convulsion. Here 
we shall learn that symptoms of affection of the brain were 
among the earliest phenomena of disease, and we are thus assured 
that this organ has not become secondarily affected in the course 
of some other febrile disorder. 

The importance of the information obtained from this prelimi- 
nary inquiry can hardly be overrated, in so far as it serves to 
point out the association of the tubercular diathesis, either by the 
previous condition of the patient himself, or his hereditary ten- 
dency to.scrofula or consumption. It may also greatly assist us 
in forming a judgment as to the exact seat of the disease; whether 
in the membranous or in the substance of the brain, because we 
learn from experience that meningitis is apt to be produced by 
disease of bone in the internal ear and the sinuses of the nares; 
or by caries or fracture of some other portion of the skull; by 
syphilitic nodes of the pericranium, or by injury of the scalp, 
especially when terminating in suppuration; on the other hand, 
inflammation of the substance of the brain, when not dependent 
on over-stimulation of the organ, or upon scrofulous deposit, is 
more commonly excited by the pressure of an old apoplectic 
clot, or by the progress of chronic disease, traces of which are to 
be found very often in the past history of the individual. 

The symptoms in the acute diseases of the encephalon are not 
generally such as point with any distinctness to the exact site 
of the action, because, though doubtless commencing in different 
structures, and occasionally limited to them, inflammation in- 
volves so much the general functions of the brain, as the centre 
of innervation and the organ of mind, that we can scarcely assign 
to each part a distinct share in their production; it rather con- 
cerns us to find out any really available mode of discriminating 
the two great practical divisions—the scrofulous and the simple 
- inflammation. : 
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8 1. Scrofulous or Tubercular Inflammation.—This form of in- 
flammation is so much more common in infancy than at more 
advanced periods, that until recently it was hardly recognized as 
occurring after the age of puberty; and the name -by which it 
was first known, “acute hydrocephalus,” was limited to childhood : 
‘the records of St. George’s Hospital prove that it is not uncom- 
mon up to the age of twenty-five or thirty. Its symptoms and 
progress have been much more-studied in theearlier periods; 
and the description of these, in consequence of the modifications 
due to vital phenomena during the progress of development, will 
not always be found applicable to the disease as occurring in the 
adult. Pathological research seems to prove that the disease is 
the same, at whatever age it occurs; it is essentially connected 
with the strumous diathesis, which exerts some, mysterious agency 
in its development, and hence’ it is numerically far more common 
than simple inflammation; indeed, up to the age of tyventy-five, 
the one is the rule, the other the exception; so much so that, ex- 
cluding infancy altogether, the number of cases*occurring in con- 
nection with the scrofulous diathesis, from eight or ten years of 
age onwards, is probably double that of cases of simple inflam- 
mation at all periods of life collectively; this fact is very im- 
portant in diagnosis. 

The tendency of the inflammatory action is to the effusion of 
serum rather than of lymph or of pus; but both conditions fre- 
quently coexist, as well as varying degrees of softening of the 
cerebral structures. These different lesions probably correspond 
to different degrees of arterial action during life, as indicated by 
heat, and, pain of head, in opposition to dulness, heaviness, and 
delirium ;-at present no certain rule can be laid down by which 
they may be discriminated: coma and unconsciousness are pretty 
certain evidences of effusion, but in prolonged cases the brain 
seems partly to recover its power and become tolerant of the 
pressure. ‘The susceptibility of the brain in the earlier periods 
of life is so much greater than in later years, that inflammation 
of the brain, is then often the first indication of the tubercular 
diathesis, while afterwards tubercular ‘deposit will ‘have always 
been first formed in other organs. : 

Much as has been written on the diagnosis of the early stage 
of this disease in infancy, it is practice alone that’ can give any 
readiness in its discrimination. A child belonging to-a scrofulous 
family is attacked by slight febrile disorder, with irregularity of 
the bowels, especially, tending to constipation, with vomiting and 
occasional fretfulness: in such a case it is necessary to observe 
very carefully all indications referring to the brain; the mode of 
standing, walking, sitting, lying; any aversion to light, oy dislike 
to the erect posture, as shown by nestling its head on the mother’s 
bosom, and turning away peevishly from any attempt to amuse 
or occupy its attention. These circumstances, again, must be 
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compared with the amount of general disturbance: a child suf. 
fering from infantile fevers shows much more weakness and pros- 
tration in comparison with the signs of ‘cerebral‘ affection: in 
hydrocephalus the heat of skin is most marked over the head, 
but is not in proportion to the quickness of the pulse; the tongue 
is coated but not dry; the stools: are costive and often deficient 
in bile; thirst is not urgent; the vomiting has no necessary con- 
nection with the period of taking food: in infantile fever, the heat 
of skin is more general, there is dryness of tongue, thirst, and very 
often a tendency to diarrhcea; listlessness and indifference mark 
the expression of the features rather than the anxiety and knitting 
of the eyebrows so often seen in hydrocephalus. 

In simple gastric disorder, on the other hand, there is little or 
no quickness of pulse, no heat of skin or of ,head; the tongue is 
much more coated; the vomiting and constipation are less obsti- 
nate, yielding more readily to treatment; the countenance may 
be dull and inexpressive, but it is not anxious. 

In some few cases, and these are the most difficult of diagnosis, 
the tubercular disease has begun so decidedly in the abdominal 
viscera, that diarrhoea persists till the head affection has become 
unquestionable from the presence of coma or convulsion: in other 
instances an attack of convulsion is the first circumstance that 
awakens the attention of the mother or nurse to anything being 
wrong. \ 

The hopelessness of the disorder deprives diagnosis of much 
of its interest; yet it is well to be able to warn parents of ap- 
proaching danger, and it is now and then a source of gratification 
when we can remove apprehension regarding a case which has 
been looked upon with distrust, and can feel confidence in a pros- 
pect of amelioration. 


In the advanced stages, extreme listlessness and unwillingness to be moved, 
frequent moaning, great aversion to light and noise, with marked inequality 
of pulse, foliowed by stupor, convulsions, paralysis, strabismus, or insensibility 
of the retine, and total blindness, sooner or later make the nature of the dis- 
ease only too evident; their sequence is not always the same, and the snore 
decided symptoms may be postponed till within a day or two of the patient’s 
death. When the disease has been making slow and insidious progress for 
days before the’ child is first seen, and the bowels continue relaxed, while the 
history of the case is either imperfect or incorrect, it is apt to be regarded as 
an advanced stage of fever: this is the disease with which in all circumstances 
~ it is most liable to be confounded, and therefore a few hints may be given for 
their discrimination. In doubtful eases it is always a favorable sign when the 
child is seen to watch the attendant as a stranger in the room, when, though 
listless and unwilling to be disturbed, he is not distressed at being moved ; it 
is also favorable when there is thirst, and no refusal of “fluid nourishment ; 
and, I may add, what stems paradoxical, when delirium and muttering ar® 
observed at night. This is explicable enough from the consideration that, if 
delirium depended on serious lesion of the brain, the other symptoms would 
be such as to render the case perfectly clear; it is only when doubt exists 
that delirium can be thus viewed. Deafness may be to a certain extent re- 
garded among the favorable signs, as it is a common circumstance in fevep; 
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but if it amount to total loss of hearing, it is most unquestionably of evil 
omen. Blindness is a constant effect of effusion, but it is sometimes difficult 
to make out whether the child be blind or simply indifferent to surrounding 
objects: mothers never admit the fact, and the mobility of the pupil can 
alone be taken as a certain guide. 

Heat of head, refusal of fluids, moaning, anxiety of expression, are all un- 
favorable: variableness of pulse is also a very hopeless circumstance ; its 
acceleration in acute hydrocephalus is constant, but not always great, often 
less than in fever, sometimes much greater: its occasional increase from slight 
causes, as well as its unevenness under the finger, are of more value than its 
absolute frequency: during the period of effusion it is sometimes slow. 

Hydrocephalus must be carefully discriminated from the functional derange- 
ment following on exhaustion, which often so closely simulates it as to have 
received the name of the hydrencephalozd disease: the proper place for its 
consideration is among functional disorders (2 6); the most useful diagnostic 
mark. in cases where it remains unclosed, is the condition of the fontanelle, 
which is full and tense in inflammation, hollow and flaccid in exhaustion. 


In adults the cases of tubercular inflammation of the brain 
may be divided into two classes: the one accompanying the early 
stages of tubercular deposit, when miliary tubercles are evenly 
distributed through the lungs; the other attending the advanced 
stages of phthisis, with vomice in the lungs. In their general 
features there is considerable analogy, but in the early cases the 
symptoms are more acute, and correspond more closely to those 
seen in the same disease in childhood; in the advanced cases the 
inflammation is of lower type; the presence of disease in the 
follicular glands of the intestine renders constipation very rare; 
vomiting, on the other hand, is of common occurrence. The 
pulse, so often quick in phthisis, is always so in this affection of 
the brain; the head is hot and painful; night-sweats, if they have 
previously occurred, have ceased, and, contrary to what is found 
in childhood, delirium is an early symptom. This subject has 
been already fully discussed under the head of delirium, to which 
the student is referred; its presence cannot fail to draw ‘attention 
to the condition of the brain: it may be accompanied by strabis- 
mus, unequal action of the pupils, or aversion to light and noise, 
but such signs are more often wanting among adults. Alterations 
of sensibility and mobility are rarely observed in the early stages. 


Tn advanced phthisis, emaciation naturally leads us to inquire into the pre- 
vious history, especially with regard to chest symptoms, if-none such have 
been detailed; emaciation unquestionably also attends chronic disease of the 
brain, but it ought te be enough that a suspicion of disease of the lungs is 
suggested; auscultation cannot fail to reveal its existence when a vomica is 
already formed. 

In early phthisis, with equal dissemination of tubercle through the lungs, 
the result of stethoscopic examination being less satisfactory, diagnosis is 
sometimes at fault. The disease to which it bears the closest resemblance is 
continued fever with pulmonary congestion. The differences in the auscultatory 
signs will afterwards be noticed in describing diseases of the chest, but some- 
times they cannot wholly be relied on; and even when they are well defined 
the mind is so apt to be satisfied with the explanation which “fever” affords, 
that careful examination is forborne in the depressed and delirious condition 
of the patient. In such circumstances, a correct history serves as our best 
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guide: the points which it indicates are the existence of cough before the 
commencement of the present attack, the occurrence of both headache and 
delirium at an early period, with relation to the fever, and the wandering of 
the mind by day as well as by night. In conjunction with these we observe 
the more definite symptoms of heat of head, and vomiting, with a tongue not 
very much coated, and a pulse not remarkably quick in the first instance, but 
often variable and unequal. 

As with the corresponding disease in infancy, the result of diagnosis is very 
unsatisfactory, revealing only the hopeless nature of the malady. Our appre- 
hensions, grave at any time when the brain is seriously implicated, assume a 
more gloomy aspect when we have been able to determine that tubercular 
disease is present in other organs; nevertheless, we obtain by its means not 
only a safer guide to treatment, but information most useful in the varying 
phases of the disease, and most important in venturing to give a prognosis to 
the friends of the patient. 

It has been stated that tubercular inflammation does not necessarily imply 
the presence of tubercles in the brain itself; and it is here only necessary to 
add, that their existence is not generally betrayed by any symptoms, even 
when found of considerable size after death, till inflammation occurs; and the 
course of disease is very much the same whether there be tubercular mat- 
ter in the brain or not. ven when we have evidence of previous disease of 
the brain, and we may feel justified in believing that it is caused by tubercular 
deposit, because we can trace tubercle more or less clearly in other organs, 
stilltsabsolute diagnosis is quite beyond human art.’ Its symptoms do not 
differ from those caused by the presence of any other morbid growth. 

It occasionally happens that, after an acute attack, the disease lapses into 
2 chronic form, consciousness is nearly perfect, but paralysis of one or more 
cranial nerves remains, with less distinct evidence of general cerebral disturb- 
ance. In such cases the circumstance of previous febrile action, along with 
local lesion, points pretty definitely to the coincidence of inflammation and 
tumor; and the probability is very great, in the case of children, that it is 
scrofulous inflammation and scrofulous tubercle. 


§ 2. Simple Inflammation—Acute simple inflammation of the 

brain is exceedingly rare as an idiopathic disease ; more frequently 
it is set up by injury or disease of bone, and now and then acute 
symptoms supervene in a case where there has been long-standing 
disease; in all of these the general characters of the malady are 
the same, and the history can alone determine its cause and origin. 
The important antecedents may therefore be divided into two 
“classes: (1), those which have reference to injury or disease of 
bone, such, for example, as a blow or fall, tumors or abscesses on 
the scalp, discharges from the ears and nose, or deafness from 
disease of the ear; and (2), those which bear more especially on 
the condition of the brain itself—viz., the occurrence of fits, 
whether apoplectic or epileptic, the existence of any form of pa- 
ralysis, impairment of vision, or deafness without disease of the 
ear. These circumstances also tend to show which portion of the 
encephalon is the precise seat of inflammation; but the deter- 
mination of this is matter rather of curiosity than of practical 
importance in regard to treatment; it is enough for our purpose 
if we can determine that acute inflammation is going on within 
the cranium. 

When pronounced, the characters of the disease are quite un- 
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mistakable. There is pain-of the head and restlessness, followed 
by quick, hard pulse, hot and dry skin, white tongue, heat of 
head, and flushing of face; the eyes are red and ferrety, and the 
pupils contracted; there is intolerance of light, and perhaps of 
noise; there are rigors, nausea, vomiting, and constipation, fol- 
lowed by convulsions, delirium, coma. Delirium, strange to say, 
is often absent, or only slight and transient, until a semi-comatose 
state follows on convulsion; at other times it is furious and 
maniacal. 


Pain is a very constant symptom, and is generally referred to the forehead, 
but it may prove a very fallacious guide; intense headaches find their solution 
very often in simple gastric disorder: the pain of inflammation is sharp and 
darting, rather than aching, and when associated with intolerance of light and 
of head, flushing of face, pulsation in the branches of the external carotid, 
noise, we may be sure that it is something more than mere headache. Heat 
showing increased action there, lead to the belief that there is corresponding 
increased action of the internal carotid, caused by inflammation within the 
cranium. 

The nansea and vomiting are sometimes very striking; the smallest portion 
of food or drink being rejected, and sickness continuing even when nothing is 
taken into the stomach. That this is not caused by gastric inflammation is 
proved by the absence of pain and tenderness at the epigastrium: when 
accompanied, as it often is, by constipation, we have to bear in mind that this 
condition may of itself cause sickness and great cerebral disturbance in cases 
in which there is no inflammatjon present. The diagnostic value of such 
symptoms must, therefore, in the first instance, depend on their being asso- 
ciated with others more distinctly referable to the brain itself; their persist- 
ence after the action of a brisk purgative, or obstinate slowness of the bowels, 
in persons not habitually costive, are not to be lightly passed over. 

Rigor rarely accompanies the onset of the disease; it afterwards occurs 
frequently in its progress, and may assume such a character of periodicity as 
to resemble intermittent fever, and lull the medical attendant into fatal se- 
curity. 

Convulsions appear at very various periods : in young persons they sometimes 
usher in the attack, while in adults fe are more generally delayed till the 
closing scene ; whensoever they exist they are an important, and, at the same 
time, an alarming sign. The distinction between these and the true epileptic 
seizure will be afterwards pointed out (see 25). The symptoms of disease 
_ do not remit, after the convulsive seizure has passed, in true inflammation of 
the brain, as they do in epilepsy: 

Various alterations in sensibility and motility succeed to the exaltation 
which first accompanied inflammatory action; and the progress of the case 
may be marked by spasm or loss of power; these indicate changes in cerebral 
structure, or pressure from effusion of lymph, serum, or pus, but have no 
direct bearing on the question of inflammation. Strabismus and double vision, 
it may be remarked, are generally the first in this sequence. 

_ The presence or absence of delirium seems in great measure to depend on 
the portion of the encephalon attacked by inflammation. It can scarcely fail 
to be present if the gray matter of the hemispheres be involved, but does not 
necessarily imply this particular lesion. In character it very much resembles 
an attack of acute mania, and the distinction is sometimes not easily made 
out. Regard must be especially had to the relation the delirium bears to the 
signs of increased action, and the order of their occurrence; maniacal excite- 
ment necessarily produces sa | of the face and acceleration of the pulse, 
but to a much less degree than inflammation. Evidence may also perhaps be 
obtained of previous perversion of intellect when the disorder is linked with 
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insanity. Constipation is common to both states, and there will be little 
chance of confounding the nausea and vomiting of inflammation with the refusal 
of food, so often manifested by the maniac. ‘he alleged cause of the attack, 
whether physical or mental, may sometimes help our diagnosis, although it be 
quite true that a purely mental one may excite increased action and actual 
inflammation, as well as mania. The occurrence of convulsions along with 
the delirium renders the diagnosis more certain. 


The extent to which these symptoms are present, and their 
number, must vary much in different cases. Without attempting 
to go too minutely into the diagnosis of the particular portion of 
the encephalon which is the seat of disease, it may be observed 
that pain, and the recurrence of rigor, seem rather referable to 
inflammation of the membranes of the brain generally, while 
convolutions point to that more ifnmediately investing the cerebral 
mass—the pia mater and the lining membrane of the ventricles; 
delirium chiefly accompanies inflammation of the gray matter, 
and alterations in sensibility and power of movement have espe- 
cial reference to lesion of the central conducting fibres uniting 
the brain to the spinal system. Whether it be that the exciting 
catise acts simultaneously on more than one structure from the 
first, or that inflammation in one part is readily transmissible to 
the adjoining textures, certain it is that we seldom find local and 


circumscribed inflammatory action limited to any one tissue, and - 


the symptoms are therefore necessarily more or less ambiguous; 
nay more, it is eyen true that those belonging more especially to 
one form of structure may be excited by the simple proximity of 
inflammation in another. Nausea and vomiting are common to 
all the forms of inflammation; they are to be more carefully noted. 
in consequence of their occasional occurrence as premonitory 
symptoms, which must be viewed with great anxiety in persons 
who have been known to suffer from discharge from the ear, or 
to have had any other of the antecedents of cerebral disease; they 
are sufficient to cause us to be on the alert for the appearance of 
any other symptom of inflammation. Idiopathic inflammation of 
the membranes and particularly of the arachnoid and pia mater 
is much more frequent in children and young persons than in 
adults; in them its first symptom is commonly an attack of con- 
vulsion; inflammation of the substance of the brain again, is the 
more usual form in mature age, generally combined, however, 
“with meningitis. From this combination, no doubt, it happens 
that the course of the symptoms is seldom the same in any two 
individuals; thus, sudden alteration in manner may be observed 
passing at once into violent delirium, and followed by vomiting, 
while convulsion occurs only at a later period; or vomiting and 
pain of the head may be the first in the order of sequence, and 
delirium only follow towards the close of the scene, without any 
appearance of convulsion at all; or again, convulsions may be the 
earliest symptom, but I believe this to be the rarest mode of 
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attack, when the substance of the brain is the seat of the inflam- 
mation. . 

In all of these cases it will be seen how little we can rely upon 
any one pathognomonic sign, and that if we would avoid danger- 
ous or even fatal errors in diagnosis, regard must be had to all 
that can be learned of altered function or action in disease. 


§ 8. Chronic Disease—If the diagnosis of acute diseases of the 
encephalon be beset with difficulties, those encountered in inves- 
tigating states of chronic disease are still greater, and_in the 
majority of cases it must be confessed that we can scarcely form 
any certain opinion as to the actual lesion; there we had to guard 
against being led by symptoms referable to the brain, to overlook 
acute diseases in other parts to which they were only secondary; 
here we are very apt to mistake mere functional disturbance for 
chronic disease. In a practical point of view, and this is the 
most important one, the only question of real interest is, whether 
we can distinguish such as are dependent on states of chronic 
inflammation, and therefore remediable in a majority of cases, 
from those which depend upon other cases, when we must be 
content with treating symptoms; because, in the absence of in- 
flammation, the same broad and rational principles of treatment 
will be most efficacious, whether they depend upon functional 
disturbance or on serious disease. 

The first inquiry is necessarily the history of their origin and 
progress; the next must be into the condition of all the other 
organs of the body, because there are none, it may be said, which 
do not occasionally react upon the brain; some, it is true, more 
constantly than others; indeed, very distinct classes of symptoms 
seem to be pretty constantly associated with particular forms of 
disease, while the coincidence in other cases is rather accidental. 

If we fail to detect disease elsewhere, we must again revert to 
the brain itself, investigating more closely the relation of each 
phenomenon, and evidence of disease of bone must be sought for. 
The presence of inflammatory action is most clearly indicated 
when the commencement of the attack can be traced back to a 
fixed and not very distant period, and when the symptoms follow 
a definite course; uncertainty with reference to their development 
and their irregularity or incongruity are to be taken rather as 
indications of insidious disease, or of nervous, hysterical, or hypo- 
chondriacal disorders. As in the acute forms, careful inquiry 
must be made regarding previous injuries or accidents, and the 
presence of syphilitic nodes or tumors of the scalp; caries and 
suppuration rather excite acute than chronic inflammation, and, 
when associated with nervous symptoms of long standing, are 
more commonly found to have acted through the medium of the 
ack than through the brain or its investing mem- 

ranes. 
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_After careful investigation of the history of the case, the other attendant 
circumstances are to considered. A cachectic state which is not dependent 
on discoverable disease in other organs is, to a certain extent, presumptive 
proof of organic disease : its absence is, on the contrary, an argument in favor 
of chronic inflammation where disease of the brain is believed to exist. To 
this many exceptions are found; and encysted tumors, for example, frequently 
proceed to a fatal termination without any symptom of cachexia. 

Headache more or less accompanies all chronic diseases of the brain; much 
has been written on this subject, but little is known with certainty beyond the 
fact that cases resembling each other in their essence may differ very greatly , 
in this respect, while those producing similar sensations of pain, weight, ach- 
ing, or dizziness, may reveal after death lesions very unlike one another. It 
is most difficult to discriminate cases in which this symptom stands alone as 
evidence of disease of the brain, from those in which it is merely secondary on 
deranged digestion. When dyspepsia, vomiting or constipation coexists with 
headache; the determination must rather rest on the absence or presence of 
concomitant signs than on its intensity or duration: perhaps when dependent, 
on disease of the brain, the pain recurs more frequently, and without chylo- 
poietic derangement; the intermissions are less frequent, the paroxysms of 
longer duration; it is aggravated by noise, motion, light, company, and is 
never dispelled, like a dyspeptic headache, by exercise or excitement. Very 
often, too, the recumbent posture aggravates the disorder ; but its significance 
is greatest when it is accompanied by any disturbance of the mental faculties, 
or disorder, however slight, in the performance of muscular movements. 

The objective phenomena are much more trustworthy than the subjective, 
Alterations in manner, in character, or in memory—partial paralysis, whether 
limited to one or more of the cranial nerves, or extending in a modified man- 
ner to all the spinal nerves, or to those on one side of the body, as well as 
muscular irritability or spasm similarly distributed, are symptoms which can 
be more readily brought to the test of experiment than mere complaints of 
pain or uneasiness. Mental phenomena, in chronic cases, must be assumed 
to be dependent upon some cause of pretty general action, because we know 
that, in the absence of delirium, the intellectual faculties are frequently undis- 
turbed by lesions of very considerable extent, especially when they are limited 
to one hemisphere; we have also reason to believe that the gray matter of 
the convolutions is particularly involved in the production of such phenomena, 
and therefore we may be justified in regarding them as evidence of chronic 
meningitis. When the cause of the affection is central, and acting secondarily 
on the gray matter, we shall probably find as its accompaniments stupor or 
paralysis, which are more closely connected with disease of the fibrous element. 

Local paralysis, when slight, may be but the commencement of more general 
paralysis; when complete, it rather points to the pressure of a tumor, or to 
some other form of disease of local character. More extended paralysis, if 
caused by pressure, is generally accompanied by more or less stupor and con- 
fusion of thought; when standing alone, it is probably dependent on disor- 
ganization of the central structures and tubular nerve substance. In cases 
in which it is less pronounced, it would seem sometimes to be caused by 
chronic inflammation of the membranes especially about the base of the brain. 
Paralysis, coma, and convulsion, with reference to all forms of chronic disease 
of the brain, are symptoms of very unfavorable omen; spasm, or imperfect 
control of movement, hold out more hope of possible amelioration, as they 
rather show some inflammatory action or irritation of nerve matter, Convul- 
sion is not often seen in chronic disease till towards its termination ; it gene- 
rally indicates some degree of inflammation extending to the ventricles or the 
base of the brain. : ‘ 

Not unfrequently cases of long-standing disease put on, at some.period of 
their history, the aspect of active inflammation. The acute symptoms in such 
circumstances may be somewhat modified by the previous disease, but their 
diagnosis is much facilitated by a knowledge of the foregoing state. Unfortu- 
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nately, the prognosis is almost hopeless, the chances of modifying the course 
of the inflammatory action being so much the smaller in proportion to the 
severity of the organic lesion out of which they have sprung. 

Symptoms of chronic disease are sometimes due to the degeneration of the 
coats of the arteries of the brain, and a hint of this possible contingency may 
be obtained from the presence of valvular disease of the heart, which cannot 
be traced to an inflammatory origin. . 


§ 4. Apoplexry—No condition. of disease is probably more 
marked or more easily recognized than a pure case of apoplectic 
seizure. Suddenly, while to appearance in perfect health, the 
patient loses recollection, and falls to the ground in a state of un- 
consciousness; his face is turgid; his temples throb; his eyeballs 
turn upwards ; his features are drawn to one side; slight convul- 
sive tremor agitates his frame, usually on one side; and he lies 
dead to all around him. When examined, probably one side 
of his body, or even the whole of his limbs, have become flaccid 
and useless, remain in any posture in which they are placed, and 
drop as lifeless things when lifted from the couch; his breathing 
is slow and labored; his pulse oppressed, small, and yet resisting; 
if one side only be paralyzed, he makes meaningless, purposeless 
efforts, and struggles with the limbs of the other, when any at- 
tempt to move him is made; in course of time his breathing be- 
comes stertorous ; his urine is retained in the bladder, or dribbles 
away in the bed; his feces are passed involuntarily. Without 
another conscious movement, without any knowledge of what has. 
transpired, the coma deepens, the breathing becomes a succession’ 
of interrupted sighs, and he passes away without a struggle. 

Clear and unmistakable as such a case is, we find in practice 
that all the symptoms may be so shaded off by imperceptible 
differences, that at length scarcely any portion of the original 
picture remains, by which to give an exact definition of an attack 
of apoplexy ; and in common parlance, a “fit,” followed by loss 
of consciousness, is called apoplexy. This is not the place to 
discuss whether anything be rightly called apoplexy which is not 
distinctly traceable to turgidity of vessels, with or without their 
rupture, and the consequent extravasation of blood; but, as a 
matter of diagnosis, it is essential to distinguish sanguineous 
apoplexy from all other sorts of “fit,” whether these be followed 
by loss of consciousnéss or not. 

When a history can be obtained in a case of apoplexy it is 
not unusual to find that there have been for some days or weeks, 
occasional warnings, which are spoken of as “tendency of blood 
to the head,” consisting of headache, giddiness*on sudden change 
of posture, throbbing of the temples, &c.; and the occasion of the 
fit itself has been some strain or prolonged muscular effort, or 
some mental excitement. The fit itself may not be the first step 
in the actual progress of the malady, but may be preceded for 
some hours by an accession of violent pain, or by some form of 
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paralysis of the cerebral or even of the spinal nerves. The oc- 
currence of apoplexy is generally, to a certain extent, limited by 
age; a full habit of body, luxurious living, turgescence of the 
face, and the cessation of habitual discharges, may each be found 
among the precursors, or, as they are called, the predisposing 
causes of apoplexy. 

_ It has been already remarked, in speaking of semi-coma, that 
it may be equally associated with apoplexy and with epilepsy ; 
aad in the broad outline of the former, just given, a drawing of 
the face to one side, and convulsive movements of the whole or 
part of the frame, have been mentioned as noticeable in an un- 
questionable case of apoplexy; and therefore it is evident that the 
~ “fit,” and the semi-coma following, may be symptomatic of either 
disease; in fact, it resolves itself into a question of degree, the 
amount of convulsion, the depth of coma. Apoplectic convul- 
sion is rather a faint tremor than convulsion, and is most marked 
when paralysis of one side of the face leads to more distinct devia- 
tion to the other. In epileptic convulsion, however slight, there 
is-definite movement, forcible and almost irresistible, distinctly 
dragging the limb or the head into unnatural contortions, and 
these are rarely limited to one side. The physician has no chance 
in general of seeing the movement and judging for himself, but 
any intelligent bystander can comprehend the difference and say 
what he saw. ‘Then, again, the coma differs in degree, and in the 
opposite direction; if the convulsion of apoplexy be slighter, 
the coma is deeper. The difference can scarcely be made intel- 
ligible by words, but the loss of consciousness and usual sleep of 
epilepsy are quite distinct from the stupor of apoplexy ; the one 
consists rather in confusion, the other in suspension of the mental 
faculties. 

_ But there is another condition, which is called serous apoplexy. 
Here, too, there is a fit; there is loss of consciousness and para- 
lysis, and yet there has been no turgidity, no rupture of vessels— 
» mere effusion of serum. This fact has been already referred to, 
and it is almost incredible that it should take place instantaneously. 
I think we must believe that a morbid process has been going 
‘on for some time; that at a certain point the brain becomes in- 
tolerant of pressure, this point being determined by momentary 
-repletion of either arteries or veins, or of the capillary vessels, 
and that then the event occurs ina moment. This is not true 
apoplexy, and careful inquiry will always show that it is more 
nearly allied to epilepsy; that it is, in fact, analogous to the con- 
vulsive seizure which ushers in hydrocephalus, occasionally, even 
in the aduit; but the paralysis has proved the stumbling-block, 
and has been thought distinctive of apoplexy. The diagnosis is 
difficult, but I can affirm, from personal experience, that 1t is not 
impossible, though perhaps nothing can teach it except watching 
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such cases, with the knowledge that events of this nature do occur, 
and that they do manifest themselves by special features. 

The condition of the pupils deserves consideration, although 
no very definite rules can be laid down. Contraction indicates 
irritation; dilatation, paralysis of the optic nerve. A want of 
correspondence between the two proves the existence of more 
severe lesion on one side than the other; and would, therefore, 
at once exclude the idea of epilepsy. 

Be it remembered, that there is no one symptom by itself dis- 
tinctive of sanguineous apoplexy, and it is often only after several 
examinations that a diagnosis can with confidence be pronounced. 
There are two points which, in the subsequent condition of the 
patients, serve very greatly to discrimimate the cases; these are, 
the recurrence of the “fits,” and the relative consciousness on 
succeeding days. (1) When they recur at short intervals, and 
no paralysis follows, the case is certainly not sanguineous apo- 
plexy; even if the convulsive movements be only slightly 
marked, they are probably epileptic, and after their cessation, 
convalescence from the condition of coma may be confidently 
looked for. When recurring at longer intervals, sometimes of 
days, more often of weeks, with paralysis enduring throughout, 
it is probably an instance of serous.apoplexy ; true sanguineous 
apoplexy only recurs at very much longer intervals. (2) Alike 
in epilepsy and in serous apoplexy, consciousness is not so entirely 
suspended as in sanguineous apoplexy; at least, it is so for a much 
shorter time; when semi-coma follows upon epilepsy, the subse- 
quent state is one of prolonged sopor, from which when the 
patient is roused, he manifests a certain degree of consciousness 
by placing himself comfortably in bed, drawing up the clothes, 
&c.; but no regard is paid to surrounding objects. In serous 
apoplexy the sopor is less prolonged, and it is followed by a kind 
of vague, dreamy consciousness, which is attracted by surround- 
ing objects, without recognizing or understanding them, so that 
the impression made on the senses is not followed by any corres: 
ponding rational act. In apoplexy the patient wakes as from 
profound sleep, and the recollection is confused, the thoughts are 
collected with difficulty, and the reason used imperfectly; but 
there is distinct consciousness in the waking movements. 


The character of the pulse in, cases of apoplexy is one which demands 
careful study on the part of the practitioner, because of its bearing on the 
all-important question of venesection: it has also its uses in diagnosis, inas- 
much as a hard wiry pulse, or a condition of vascular congestion about the 
head and throbbing of the temporal arteries, are so many indications of gan- 
guineous apoplexy; but the converse does not by any means exclude the 
possibility of rupture of a bloodvessel. 

In all of these sudden invasions of the intellect, the heart and kidneys must 
be closely examined. Few cases of fatal sanguineous apoplexy occur in which 
both organs do not present evidence of disease, and probably in all cases one 
,or other is at fault. Serous apoplexy is perhaps more frequently associated 
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with the strumous diathesis; one form of convulsive seizure is directly con- 
nected with blood-poisoning in disease of the kidney, and it is perhaps con- 
joined with effusion of serum. To another condition attention has been drawn 
of late years—viz., the washing down in the current of the blood of some 
vegetation which has been gradually growing on the valves of the heart; this 
is suddenly arrested in some of the small arteries of the brain, stopping the 
supply of blood to the parts beyond, and interfering with their nutrition. In 
consequence of such an accident, paralysis may either supervene rapidly when 
deficient supply is sufficient to produce it, or may come on gradually when 
imperfect nutrition has led to disorganization of part of the brain-structure. 
Tn either case the mental phenomena of unconsciousness, &., are generally 
wanting; and this may serve, along with the physical evidence of valvular 
lesion, to lead to a pretty correct guess at its cause. 


§ 5. Hpilepsy—kHpileptic convulsions have been frequently re- 
ferred to, yet something remains to be added to give consistency 
to its diagnosis. The term is somewhat indefinite in its applica- 
tion, because while on the one hand it is used to denominate a 
specific disease which has no analogue in, and receives no ex- 
planation from any of the disorders of function to which the brain 
is liable, yet on the other hand it is applied more or less indefi- 
nitely-to any sudden seizure which is marked by convulsions 
and loss of consciousness. - 

The grand distinction between epilepsy and convulsion consists 
not in any peculiarity in the seizure, but in the context of symp- 
toms. It resolves itself into the question, is there any disease 
present in any organ, in the course of which convulsions may 
and do occur? On this question being answered in the negative 
depends the diagnosis of true epilepsy, imperfect as it must be 
confessed that such a distinction is. This point is quite uncon- 
nected+ with its curability: the prevailing theory at present is, 
that the seizure consists in an excess of irritability and over-ex- 
citement of the nervous centres; in curable cases, certain con- 
comitant conditions are regarded as sources of irritation, and 
these being removed, and the tone of the nerve-fibre itself 
restored, the disease ceases. The question proposed is not 
whether there be any such circumstance which determines the 
attack, but whether disease be present, which either by being 
seated in the brain itself, or by establishing a certain blood-crasis, 
tends directly to produce convulsions during its continuance. 
The most notable examples are inflammations of the cerebro- 
‘spinal axis, puerperal states, and albuminuria, or more properly, 
perhaps, uremia. In true epilepsy we fail to detect any such 
conditions during life, and although we do find, in certain cases 
after death, something within the cranium which may have acted 
as a permanent cause of irritation, its mode of action is unknown, 
its symptoms are limited to the simple expression of irritability 
in the epileptic seizure. 

The convulsions of childhood may be said to form a class by 
themselves: more nearly allied to epilepsy than to the secondary 
convulsions of adults, they seem to depend on a species of ex- 
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citability which is probably owing to the disproportionate de- 
velopment of the brain of infancy ; as in epilepsy, too, the sources 
of irritation are various: with the exception of those connected 
with inflammation, they do not lie within the cranium ; but while 
one child never shows the slightest tendency to convulsion, 
another suffers repeated attacks from all the accidents of infancy ; 
teething, worms, intestinal disorder, or mere exposure. Still they 
are not to be called epilepsy, except they return periodically, 
without the presence of the exciting cause; that in some children 
repeated convulsions terminate in confirmed epilepsy is too true, 
but in by far the greater number, fortunately, no such lamentable 
occurrence results. 

One great element in epilepsy is its periodicity, whether regu- 
lar or irregular; but the first recurrence may be at so long an 
interval that the patient is lost sight of before a second fit occurs, 
and our diagnosis cannot wait for such an event for its confirma- 
tion. Its importance is such, however, that in all convulsive 
attacks it is desirable to ascertain from friends, or from the patient 
himself, as soon as consciousness is restored, whether he have 
ever been at all similarly afflicted. 

The severity and duration of the attack vary very greatly, 
from a transient loss of consciousness with the slightest possible 
muscular spasm, to the most violent and horrible convulsions. 
In the former case the patient is arrested for a moment or two in 
his usual avocation, retains his position without falling, whether 
standing or sitting, and proceeds with his work as if nothing-had 
happened. In the latter, the mind remains confused when con- 
sciousness is restored, and the patient soon falls asleep, to wake 
up generally in a short time, stiff, or sore, or bruised, and perhaps 
complaining of headache, but not otherwise feeling ill. This 
confusion of mind and tendency to sleep is in rare instances pro- 
longed for some days, the patient remaining, as has been already 
pointed out, in a semi-comatose state. 


The diagnosis between true epilepsy and convulsions arising from other 
causes is not to be regarded as a matter of merely curious investigation, for 
upon its just appreciation depends the correct treatment of the case. I may 
cite an example in which the first epileptiform seizure was accompanied by 
some delirium, which differed materially from the mere confusion of epilepsy; 
but the whole disorder seemed so transient, that its peculiarities were attri- 
buted to manifest bad management in the commencement of the attack; and 
with some misgiving it was regarded as epilepsy. The patient was dismissed 
as having recovered; but the next attack was distinctly one of serous apo- 

lexy, at an interval, indeed, of nearly two years. After death there was 
ound immense dilatation of one of the lateral ventricles. I cannot doubt 
that in this case a condition of chronic inflammation had existed throughout 
na that judicious treatment might possibly have prevented the fatal termi- 
nation. 

_ An epileptic seizure may be either feigned for the purposes of deception, or 
simulated by the hysterical paroxysm. One grand source of distinction in 
such cases is the circumstance of no corporeal injury being inflicted during 
the attack; not that this necessarily happens in true epilepsy; but while on 
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the one hand, a bitten and bleeding tongue or a bruised face may be taken as 
conclusive evidence of genuine convulsion, its avoidance in circumstances 
’ which might naturally have given rise to it, leads to the suspicion that con- 
sciousness has not been entirely lost. The determination of its nature, indeed, 
turns mainly on the existence of consciousness, and various methods must 
sometimes be had recourse to for the purpose of ascertaining it. There is 
generally, too, a certain method and regularity in those movements which are 
either partially or wholly voluntary; and in the case of hysterical females, 
other characteristics may be observed from which the prevalence of hysteria 
may be predicated, and the consequent probability that the seizure is only 
pert of the same disorder. But this demands experience and attention rather 
than book-learning. 

Certain points must not be omitted in the investigation of convulsive at- 
tacks which are not immediately connected with diagnosis. In a first seizure, 
it has been shown how necessary is the inquiry into the condition of other 
organs; but it is no less so even in cases where periodicity is clearly estab- 
lished. The possibility of success in the treatment of all such disorders 
depends upon the correctness of this information, and in proportion to its 
accuracy will their management be removed from the realm of empiricism, 
and come under the domain of legitimate medicine. Not only do the physical 
condition of the cranium and all the relations of the brain to sensation, mo- 
tion, and the intellectual faculties, demand particular study; but respiration, 
circulation, digestion, and elimination, have each been proved to have their 
influence, if not as causes of the disease, yet as special sources of irritation, 
and therefore must each be individually inquired into; and if last, not least, 
the reproductive organs, in their changes from disease to health, from imper- 
fection to maturity, exercise 4 most unquestionable influence over its amelio- 
ration and its cure. 


§$ 6. Functional Disturbance-——Vague as this term may be, it 
needs no argument to show the necessity for such a distinction in 
a classification of nervous diseases. Not only do our present 
means of investigation fail in pointing out that there is any dis- 
ease in’ nerve-structure accompanying the delirium of fever, or 
puerperal mania; but there are numerous slighter and more 
transient alterations in the relations of the brain as the recipient 
of sensation, the originator of motion, and the medium of intel- 
lectual operations, the nature of which, were our means of in- 
vestigation never so perfect, we cannot by any possibility have 
the opportunity of ascertaining through the bony wall of the 
‘eranium; and to these last we especially wish to limit the term 
functional, although it might very well include all those condi- 
tions which, so far as our knowledge extends, are unconnected 
with actual disease of nerve-structure. 

They divide themselves naturally into three main groups; 
(a) those connected with disturbances of the circulation, whether 
in excess or deficiency ; (4) those connected with disorder in the 
process of digestion and assimilation; and (c) those which are 
more properly called nervous. Of the two former it is to be 
remarked, that. while coincident, and bearing some relation to 
each other as cause and effect, the functional disturbance of the 
brain is not to be regarded simply as a symptom of disorder of 
the circulation, or of the digestion; for it is not a necessary or a 
constant effect. The same amount of disorder is not uniformly 
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followed by similar disturbance in any two individuals, or in the 
same individuals at different times ; while the identical symptoms 
may be noticed in the same person under very different states. 
Hence, the term nervous might be justly applied to all; but it is 
important to bear in mind that the connection exists, and that the 
disorder of the circulation or of the stomach being removed, the 
functional disturbance of the brain for the time ceases. 

Insanity might, with some show of reason, be included in this 
section, as its relation to disease of the brain is so entirely un- 
known. ~We have already endeavored to point out, in speaking 
of delirium, the means of its diagnosis, to which it is unnecessary 
again to allude. 

The symptoms of functional disturbance cannot be classified 
according to the disorders of other organs with which they are 
associated; we shall, therefore, take them in the same order 
adopted in the previous chapter, considering them in their rela- 
tions to intellectual faculties, to sensations, and to power of 
motion. 

Here we meet with neither coma nor delirium; their counter- 
parts, however, may be traced; for we have the semi-stupor seen 
in what is called the hydrencephaloid disease of childhood, the 
mock hydrocephalus following on exhaustion, either from diar- 
rheea, from excessive depletion, or from want of nourishment. In ~ 
carefully following up the rational principles of diagnosis, which 
it is the object of these pages to elucidate, the error which this 
very name implies will be easily avoided, because on the one 
hand the history will teach us that the child has been exposed to 
depressing causes, while on the other its actual condition will be 
defective in some of those characters which are necessarily asso- 
ciated with inflammation of the brain; as we find, for example, a 
cool scalp or a depressed fontanelle: when mistakes have been 
made they have arisen ftom limited inquiry, and from reasoning 
upon partial information. Another counterpart to the condition 
of coma in severe disease, is seen in the fainting-fit in the adult, 
which is sometimes simulated by hysteria, but is, in truth, merely 
an expression of want of blood in the brain. Then, again, corre- 
sponding to hallucinations and illusions, we find ocular spectra 
and deceptive noises, as well as all the morbid fancies of the 
hysterical and hypochondriac. More common forms of disturb- 
ance are met with in the complaint of loss of power to carry out 
an ordinary train of thought, or transient loss of memory. 

Among sensations may be reckoned as the most common, head- 
ache and giddiness; then partial blindness, tingling, ringing in 
the ears; to these, again, must be added the exaggeration of pain 
which is produced by constantly thinking of and directing the 
attention to it. 

Muscular spasm and paralysis are not often seen as a conse- 
quence of functional disturbance; for, although we'do not know 
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that chorea is associated with any organic change in the condition 
of the brain and nerves, it has too much the character of a dis- 
tinct and definite disease to be classed along with those we are at 
_present considering: both choreic movements and paralysis are 
simulated in hysteria. Convulsions, on the other hand, occur in 
infancy quite as often in consequence of functional disturbance as 
of organic disease ; among adults we can scarcely include in this 
class those which are seen in cases of blood-poisoning—uramia, 
and puerperal convulsions—although they be not directly con- 
nected with organic change in the brain. 

In the investigation of “head symptoms” generally, the same 
rules must be followed as in the more severe diseases of the brain. 
We have to make out the history of the case, and the order of 
sequence of the various phenomena, remembering that, as the 
attention of the patient is fixed on what he considers the most 
important symptom, he generally dates the commencement of his 
illness from the period of its first appearance, and it is only by 
close inquiry that he can be got to admit any previous derange- 
ment-of health; indeed, it may have been so insidious as to escape 
his observation. Then diligent search must be made for other 
indications referring to the brain or nerves, besides that of which 
the patient complains, lest, perchance, it should be discovered 
that it is but one link in a chain of symptoms which proves the 
existence of some severe disease of the encephalon. 

In the order of examination we shall next be able to exclude 
febrile and inflammatory states; and then the appearance of the 
patient in regard to conditions of anzemia or plethora naturally 
occupies our attention: not indeed in the more marked forms of 
blood changes, where hemorrhage, purpura, or chlorosis constitute 
distinct classes of disease, but in such minor deviations from health 
as perhaps are only testified by the circumstance that the symp- 
toms are either relieved or aggravated by the recumbent posture. 
Along with this we naturally take the condition of the organs of 
circulation, when a slight cardiac murmur, unaccompanied by 
other evidence of disease, may be enough to explain uneasy sen- 
sations in the head, which are far more tormenting to the patient 

than the dyspnoea or palpitation which we might expect to find, 
and the very existence of which he utterly ignores. — 

The lungs, too, must be carefully examined, but this rather for 
their negative than their positive results; for we are not now 
dealing with symptoms relating to severe disease, but with the 
little torments which invalids frequently suffer; and, for their 
successful treatment, we are rather indebted to experience than to 
pathology. | ey eg 

A step further brings us to the organs of digestion, which are 
more often the apparent exciting cause of functional disturbance 
than any other. But it is in their minor derangements only, that 
we can be justified in regarding the cerebral symptoms as func- 
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tional. A bilious headache is a thing of every day occurrence; 
but we must carefully analyze what is meant when a person says 
he is bilious; we may employ such a phrase as a compendious 
expression of a certain state, but we must be careful how we listen. 
to it from the mouth of a patient. Frequent vomiting, obstinate 
constipation, or severe diarrhoea must make us look further 
into the case; slight nausea, loss of appetite, discomfort during 
digestion, and irregularity in the action of the bowels, may justify 
the conclusion that the uneasy sensations in the head are only 
functional. In addition to this it will be found in practice that 
a patient seldom applies for relief at their first occurrence, when 
connected with derangement of the digestive organs. Dyspeptic 
symptoms arise by such slow degrees that few have reached the 
middle period of life without suffering from them: and it is only 
when they are more than ordinarily severe that advice is sought: 
to some people they become the ordinary state off health, and 
immunity from them the exception; they have had their head- 
aches over and over again, and begin to look upon them as neces- 
sary evils, till some strange sensation arouses suspicion of unknown 
mischief. The frequent recurrence of such head-symptoms—their 
habitual association with attacks of more severe indigestion or 
more than usual irregularity in the bowels—their transitory cha- 
racter, and the circumstance that excitement and motion succeed 
in dispelling them after a little starvation, or a little purgation— 
all this affords valuable assistance in discriminating these transient 
disturbances from the more severe forms of a cerebral disease. 

The state of the urine, after all that has been said of the con- 
nection of diseases of the brain with those of the kidney, will not 
_ fail to be investigated. 

The state of the sexual organs is chiefly related to that form 
of disorder which we have denominated the nervous. We have 
seen something of this mysterious connection in hysteria,—a con- 
dition which tends greatly to heighten and augment the symp- 
toms derived from this source, though they may have their 
existence quite independent of it; but all the disorders of these 
organs, and especially their undue excitement, must be borne in 
mind in relation to “nervous” disorders. Painful as the inquiry 
must be to every right feeling man, we must not neglect the sug- 
gestions of the wan aspect and the shrinking eye of a young man 
in a state of nervousness bordering on insanity, who has brought 
upon himself as the fruit of his vices, the penalty of a constant 
spermatorrhcea ; duty commands us to endeavor to save him from 
himself, no less than from the clutches of the disgusting charlatan 
who only keeps up while he preys upon the disorder. But we 
tread upon delicate ground, and I must earnestly warn my younger 
readers against the scarcely less obnoxious and obscene familiar- 
ities of the legitimate specialist. 

This class of cases borders much more closely on the organic 
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diseases which have been already discussed» than either of the 
preceding; sometimes it is hard to be discriminated from mental 
alienation. The over-worked brain of the professional man who 
is laboring after eminence or wealth, and, still more, the over- 
excited brain of the stock-jobber or speculator, after a time be- 
comes exhausted and unfit for the longer performance of duties 
beyond its strength; and apoplexy, paralysis, meningitis, or de- 
mentia, put a sudden stop to his foolish schemes. It is vain to 
attempt any more correct classification of these symptoms; but 
with reference to diagnosis, it is well to remember that they may 
be but the precursors of more serious mischief. On the other 
hand, it is always a state of depressed vitality which gives pro- 
minence to symptoms generally called “nervous.” Over anxiety 
and’ care, whether accompanied by straitened circumstances, 
which deprive the individual of many of the comforts, perhaps 
of the necessaries of life,—or leading to irregular hours, when the 
system is alternately exhausted by long fasting, and taxed by 
subsequent repletion,—not less than a life marked by habits of 
gayety, dissipation, and excess, must in course of time undermine 
the strongest constitutions, and expose them to these attacks. By 
repairing the waste, giving tone to the system and relaxation to 
the brain, we can best hope to relieve present symptoms, and 
ward off more serious mischief. 
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CHAPTER XIV. ; 
DISEASES OF THE SPINAL CORD. 


Inflammation rare as an Idiopathic Disease—Its History and 
Symptoms— Connection with Caries—Spinal Irritation— Chronic 
Disease. 


INFLAMMATION of the spinal cord, except as a consequence of 
accident or injury, is confessedly so rare, that it demands but lit- 
tle notice in a work, the avowed object of which is to conduct the 
student to right principles of diagnosis. In its general character 

‘it ranks among acute diseases, and it is often accompanied by 
symptoms of cerebral inflammation: these may arise either from 
the actual spread of the inflammatory action to the membranes 
of the brain, or they may be produced merely by the sympathy 
necessarily existing between parts whose functions are so closely 
connected: such symptoms have been found, both with and with- 
out sensible change within the cranium. 

The history of the case perhaps reveals the previous occur- 
rence of some accident or strain, or casual exposure to cold, which 
may be reckoned among its more usual causes. In every instance 
it gives an account of a sudden seizure as the starting-point from 
which to date the sequence of the phenomena, while the greater 
or less rapidity with which they succeed each other, enables us 
to judge of the relative severity of the attack. 

The early stages of the disease are liable to be confounded with 
rheumatism and neuralgia; but on closer investigation it will be 
found that there is more of general disturbance than the local 
and limited nature of the attack would warrant us in expecting, 
were the pain due to either of: these diseases. It is always cha- 
racterized by pain somewhere in the region of the spine and, 
generally pretty high up; of a fixed character, and notably in- 
ereased by any quick change of posture. In well-marked cases 
this pain is accompanied by spasm having somewhat of a tetanic 
character, especially in the muscles of the neck and upper part 
of the back; paralysis sometimes comes on early. These are 
exactly the signs which, @ priori, we should expect to meet with 
in inflammation of the cord, as they are due either to the irrita- 
tion or the subsequent disorganization of the large bundles of 
nerve fibres. In many cases we are perplexed by the paucity and 
comparatively slight character of the symptoms directly traceable 
to the spine, and their very constant association, when they have 
attained a certain degree of severity, with others which are more 
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distinctly cerebral. Paralysis, or loss of sensation, indicates a 
further advance: the inflammation is no longer limited to the 
membranes, but, as in the chronic forms of the disease, some 
change has actually passed upon the nerve fibre. 

_ The condition of the bones should next occupy our attention, 
in so far as their regularity of position,‘capability of movement, 
and tenderness on pressure are concerned; and it may be laid 
down as a rule in diagnosis, that when the cord is inflamed, and 
especially when spinal meningitis is present, any sudden twist or 
jarring movement gives more evidence of pain than mere pres- 
sure. Permanent displacement, as a result of caries, may have 
proceeded to avery great degree without any distinct evidence 
of its impeding nervous action; and when paralysis at length 
occurs, it is often due to inflammatory action set up by the con- 
tiguity of diseased structure. Probably this cause operates even 
more frequently than the pressure dependent on increasing dis- 
tortion: in such circumstances the characters of an acute attack 
are generally wanting. 


As~¢onnected with this subject a few words must. be said upon the some- 
what fashionable ailment denominated spinal irritation. Itis a great misfor- 
tune when a name is given to any affection which conveys an erroneous 
impression of its nature; irritation of a nerve produces either momentary 
spasm or transient sensation, as the course of the nervous influence is centri- 
fugal or centripetal: and a continuance or repetition of the irritation will pro- 
duce the same phenomena in a more or less continued succession : in this view 
all pain and all spasm may be classed generally under nervous irritation, and 
so the true spinal irritation which characterizes the first stage of inflammation 
of the cord produces fixed local pain, and distinct local spasm. On the other 
hand, excessive tenderness or sensibility—hyperesthesia, as it is called,—such 
as occurs in inflamed states of organs, whether with or without actual pain, 
as well as the excessive mobility seen in chorea or delirium tremens, may be 
said to be due to irritability when the ordinary stimulus excites unusual action, 
but there is no proof of irritation. Again, loss of sensation and loss of motion 
are not evidence of either irritability or irritation, but of interruption to the 
transmission of nervous influence, or loss of power in the brain to take cog- 
nizance of the one or originate the other. 

In what is called spinal irritation all these phenomena may be met with, 
and-are mixed up together in the most incongruous manner. Some inquirers 
have deceived themselves into the belief that the symptoms were capable of 
classification, and have even detailed examples of cases in which there was 
some pretension to scientific order and natural sequence ; but in these instances 
they have, no doubt, been misled by their having put leading questions to per- 
sons in whom the prominent condition was a disordered fancy, and by their 
haying readily obtained answers in the affirmative. Take the patient’s own 
account of symptoms, or put the leading questions in such a form as to develop 
their incongruity, and no doubt need remain of the truth of what is here stated. 
There is often complaint of pain in the back, but its character, in place of 
being fixed, and local, and deep-seated, is diffused, superficial, and variable. 
Movement, at one time alleged to be impossible, is effected with perfect ease 
at another, when the attention is turned to something else: the slightest touch, 
when the question is put, will be said to give pain, and yet firm pressure or a 
considerable jar at another moment is unheeded. This character alone is 
sufficient to distinguish such complaints of pain from those that are of real 
importance; the same remarks apply to the spasms and the paralysis which, 
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each in turn, may form the principal feature of the disorder: they may, by a 
little dexterity on the part of the observer, be proved to have their existence 
only in the exuberant fancy of the patient. If the distinctions in the use of 
terms just pointed out had been clearly kept in view, we should probably never 
have had any doubts or confusion on this subject. 


Chronic disease of the cord is a subject on which little can be 
said in a diagnostic point of view. The great evidence of its ex- 
istence is to be derived from the paralysis which, sooner or later, 
always accompanies it; but this symptom alone can give little 
information regarding the causes of its occurrence; because, as 
will be shown in the sequel (see Chap. XV. § 2), one which really 
acts only on a small fragment of the medulla, produces symptoms 
such as we should imagine indicative of disease of a much more 
extensive form. 

The chief guide in determining the nature of the lesion is the 
order of sequence among the phenomena; thus, in a very general 
way, it may be stated that pressure on the cord gives rise to feel- 
ings of formication, tingling, heat and cold, &., simultaneously 
with pain in the back: whereas in inflammatory action, even of 
a chronic kind, the pain is more usually associated, in the first 
instance, with spasm, and the sensation of numbness comes on at 
a later period. Both of these are again distinguished from the 
common cases of paraplegia dependent on atrophy of the cord by 
the absence of pain in the latter condition altogether. Another 
circumstance which may serve for our guidance in this, as it does 
in other organs, is the knowledge which pathology gives of the 
relative position and extent of diseased action; atrophy is con- 
fined to the lower end of the cord; inflammation is apt to diffuse 
itself widely ; tumors are most commonly found towards its upper 
extremity; and each of these positions must of necessity be cha- 
racterized by phenomena of different kinds. 

I have said nothing of the means of distinguishing spinal arach- 
nitis from inflammation of the substance of the cord, nor, again, 
of the difference in symptoms between inflammatory softening 
and hardening; they are far too uncertain to be laid down for the 
guidance of the student, who may rest quite satisfied if he can 
distinguish inflammation either of acute or chronic form from 
other lesions. 
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CHAPTER XV. 
PARALYSIS. 


Loss of Sensation—of Power of Motion—Incomplete Paralysis.— 
§ 1. Hemiplegia—lts mode of Incursion—Its Central Origin— 
Causes and Complications—§ 2. Paraplegia—Its Causes and 
Varieties—General Paralysis—Paralysis Agitans—§ 8. Local 
Paralysis—Its Meaning—Nervous—Muscular. 


_ By paralysis is meant the inability to transmit nervous influ- 
ence, whether in a central or in a peripheral direction; but the 
term is more usually applied to that manifestation of it which 
consists in loss of muscular power: loss of sensation has been 
called_anesthesia, and a corresponding term for muscular paralysis 
has recently been invented—acinesis: loss of power of motion 
without diminished sensibility is much more frequently met with 
than the converse, and when the two are coincident the diminution 
of mobility is generally much greater than that of sensibility. 
Taking. into consideration the compound nature of most of the 
nervous tracts, it will rather appear surprising that the two con- 
ditions should ever be apart, than that they should frequently be 
found associated in the same individual: and in those exceptional 
cases in which the nerve fibres are wholly sensory, or wholly 
motor, we find that the very same circumstances which in the 
one lead to ansesthesia, in the other produce muscular palsy. In 
prosecuting the diagnosis of nervous diseases there would there- 
fore seem to be no advantage in separating them in a pathological 
view ; and in semeiology, as has been already observed, objective 
phenomena are generally more certain and conclusive than sub- 
jective. fa ; 

The history of the incursion of paralysis and the symptoms 
_which have preceded its development, give us the first clue to 
discover the cause on which it depends; but it is also of use in 
enabling us to determine whether the complaint made by the 
patient of loss of power or numbness be based on a real alteration 
of the condition of the parts, or be entirely, or partly imaginary ; 
a point which is often very difficult to decide when the paralysis 
of the nerve is not complete. In real paralysis we shall either 
find that at one time it has been more perfect than it now is, and 
that it commenced with a comparatively sudden seizure, or that 
it has come on gradually and has been slowly increasing: its 
amount, too, is the same at different times of observation. = 

This may be best measured by power of resistance; but it is 
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necessary to bear in mind that spasm is sometimes associated with 
paralysis, and while there is little or no voluntary power, the 
muscle under the influence of spasm may offer great resistance to 
movement of the limb by another: such an occurrence can only 
mislead when the observation is very superficial ; one set of mus- 
cles only is affected by the spasm, and that for but a short period, 
the limb under all other circumstances remaining in a powerless 
condition: such spasm is only seen when the paralysis is complete; 
it is referable to some sort of reflex action. 


The duration of the affection aids in determining the nature of the lesion ; 
we discriminate cases according as we can trace an invasion of recent disease 
on old standing paralysis, or the latter supervening on illness of longer dura- 
tion, or all the symptoms commencing together. Similarly its mode of incur- 
sion may throw light on its cause, as we find it occurring suddenly in apoplexy, 
or more slowly in chronic disease; ushered in by a fit or loss of consciousness, 
or gradually spreading from muscle to muscle; attaining its maximum in a 
few hours, or advancing from week to week. Occasionally a fallacy presents 
itself in the circumstance that some slight paralysis of long standing is only 
first observed when febrile disturbance is present; such, for instance, as slight 
strabismus, of which the patient was quite unconscious. This is best corrected 
by ascertaining whether there be any recent change in function ; double vision 
necessarily attends recent strabismus unless the sight of one eye be lost. 

In all forms of incomplete paralysis, whether the patient complain of ina- 
bility to walk, of imperfect power of the hand and arm, or of mere feelings of 
numbness, while yet there is no muscle which cannot be brought to act when 
he is at rest and no resistance offered, we are beset with difficulties, because, 
on the one hand, the cause of the affection is exceedingly obscure, and on the 
other, its main features may be simulated by hysteria or hypochondriasis. It 
is not only during life that this obscurity prevails, but even after death it may 
be wholly impossible to point out the lesion on which it depended. Were other 
instances wanting, very forcible evidence of this fact is derived from instances 
of what is called the paralysis of the insane. 

In such cases we have to seek for other evidence of disease of the brain or 
nerves, if any such can be traced, in actions which do not come under the 
. power of volition ; to study the character of the patient, as it may evince 
nervousness, hysteria, exalted imagination, unnatural excitement or depression, 
and to compare one day with another the increase or diminution of symptoms. 
In hysteria especially, variation is the ordinary rule; consistency, the excep- 
tion. A patient will fail to show any power of resistance, or will bear pretty 
severe pinching at one observation, and at the next the symptoms have un- 
dergone a complete change. But it is to be remembered that the different 
result may be due to the mannner in which the investigation has been made. It 
has happened in my own experience, that one physician pronounced anesthesia 
to be complete, while another obtained distinct evidence of sensation ; because, 
by the one, only a transient impression was made, which was not transmitted 
to the sensorium, while the other maintained the irritation for some time, and 
at length consciousness of pain became apparent. 

Where we have reason to suspect simulation or imaginary ailment, various 
devices must be had recourse to in abstracting the attention, in avoiding 
leading questions, or perhaps putting them in.a wrong direction, so as to 
bring out a want of harmony and consistency in the tale; we must watch the 
action of those muscles which are less under the control of the will, employed 
in winking, in speech, and in deglutition : but, besides this, we may learn much 
from the gait and movements of the patient, as the real paralytic makes vain 
efforts, which end in partial or complete failure: the “ malade emagiunarre”’ 
evidently does not attempt to bring the muscles into play at all; the will is 
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paralyzed, and not the instruments which it employs. The test of resistance 
which, when judiciously applied, generally serves to detect any exaggeration 
or imposture, is also of great value in discriminating cases in which the prac- 
titioner is liable to be misled by a phrase employed by the patient that he has 
“lost the use of” a limb, when it is only motionless from stiffness or pain of 
the joint ; just as, on the other hand, it may detect the existence of paralysis 
when the patient speaks of it as rheumatism. 

We have no such test to apply in regard to the degree of sensibility, which 
must rest wholly on the report of the individual; but it is well to remember 
that it seldom exists without loss of power at the same time. Loss of sensa- 
tion, when standing alone, except in the case of one or two special nerves, is 
most probably exaggerated ; but, as a sense of numbness or partial insensi- 
bility, it may be the first indication of coming paralysis which excites the 
patient’s notice. 

The next point is to determine the form and distribution of the 
affection, because a knowledge of the number of muscles para- 
lyzed, and their relations to the nervous system, is the principal 
element in forming a correct hypothesis regarding the seat and 
nature of the cause. The value of paralysis, as a symptom of 
disease, depends entirely on our acquaintance with the origin and 
course of the nerves, and on our being able to determine the 
poimt at which the interruption to volition occurs, whether by 
failure of the brain as the organ of mind to receive the power of 
the will, or of the nerve-tubes to transmit that will; and whether 
the interruption, when affecting its transmission only, can be re- 
ferred to the tract of a single nerve, or must be traced back to 
the common exit or origin of several. We recognize in practice 
three main divisions of paralysis—hemiplegia, affecting one side 
of the body; paraplegia, implicating both sides equally, or nearly 
to the same degree, up to a certain height; and local paralysis, 
which may be either limited to a group of muscles supplied by 
one nerve, or one set of nerves, or to single muscles by themselves 
—in the former the disease is probably seated in the course of 
the nervous trunk; in the latter, in the muscular structure. 

§ 1. Hemiplegia—This form of paralysis is distinguished by 
its limitation to the muscles on one side of the body: a line cor- 
responding to the axis of the spinal column separates those which 
can no longer be called into exercise by volition, from those which 
retain their healthy action. In its most extended sense the one- 
half of the tongue, the face, the chest, and the abdomen, as well 
as the arm and leg of the affected side, are all implicated: but 
such a condition rarely exists. Some of the muscles are more 
easily affected, some more quickly regain the power of motion; 
and we seldom see a case in which hemiplegia is complete. It 
may, therefore, become a question, when certain muscles of one 
side of the body are paralyzed, whether the case should be con- 
sidered as one of partial hemiplegia or of local paralysis. And 
' this is not a mere question of names; the correctness of the term 
employed implies a correct judgment regarding the causes of the 
phenomena observed ; because, if we regard it as hemiplegia, we 
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attribute the palsy to a cause acting upon the nervous centres, 
and thus affecting the nerves derived from them on one side; 
whereas local paralysis points to a cause affecting only the nerve 
itself, and having no necessary connection with the central struc- 
tures at all; ultimately it may implicate them, primarily it is 
independent. The answer to the question is, in fact, the diagnosis 
of the case. 

The history divides cases of hemiplegia very naturally into 
those ushered in by a “fit,” and those in which there has been no 
loss of consciousness. In the former class there is no doubt what- 
ever about the character of the paralysis: its cause is manifestly 
central ; and so far as observations have hitherto gone, its extent 
throws no light whatever on the particular portion of the brain 
involved. Sometimes the progress of the case and the duration 
of the paralysis are of some assistance in determining the nature 
of the changes which in the first instance caused the fit. 

In the latter class the symptoms may have come on gradually 
or suddenly; depending, in the one case, on disorganization of 
the brain, softening, or abscess; in the other, on extravasation of 
blood. Jam not aware that, in any case, serous effusion has pro- 
duced paralysis without preceding evidence of inflammation, or 
the occurrence of a fit either distinctly convulsive in character, 
or more nearly resembling apoplexy. When slowly developed, 
we seek for evidence of previous disease of the brain in headache, 
earache, dimness of sight in one eye, double vision, ptosis, deaf- 
ness, or impairment of intellectual power, loss of memory, &c. 
Occasionally, while such circumstances point to some form of 
chronic disease of the brain, the paralysis itself comes on rapidly ; 
in other instances this is the only symptom; it begins with par- 
tial failure of the power of volition over certain muscles, and 
gradually increases both in extent and intensity. When depend- 
ent on extravasation of blood, the patient has probably been in 
his usual state of health up to the period of seizure ; suddenly he 
becomes conscious of numbness, or loss of power in one of his 
limbs, and the paralysis soon involves the greater part of that 
side of the body. Occasionally the occurrence of headache leads 
to a strong presumption in favor of extravasation; but this is not 
the rule in such cases. 

The diagnosis between hemiplegia and local paralysis—between 
loss of power depending on changes occurring within the cranium, 
and those affecting the nerve or the muscle—in all cases in which 
the history fails to point out symptoms directly connected with 
the encephalon, must rest entirely upon the distribution of the 
affection in its relation to the anatomy of the nervous system. If 
we find that the palsy includes muscles supplied by nerves which 
have different origins, and have no direct communication with 
each ao at their exit, we may be certain that the disorder is 
central. . 
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Hemiplegia is very rarely indeed associated with disease of the spinal cord : 
the space in the canal is so limited, that pressure on one-half is sure to affect 
the other, although, perhaps, in slighter degree; and the two halves are so 
intimately united, that inflammation of the one never fails also to attack the 
other: paralysis of one side of the body is therefore always found with a minor 
degree of the same affection on the other, when the disease is situated in the 
cord, and the case must be considered as one of paraplegia. 

In some cases, hemiplegia may be traced to a tumor within the cranium: its 
presence may be first shown by the occurrence of local paralysis of one of the 
cranial nerves, produced simply by pressure on its tract; hence it was said 
that the cause of local paralysis had no necessary connection with the nerve- 
centres. In sucha case the effect of the tumor within the cranium is just the 
same as it would have been had it pressed on the nerve after it had emerged 
from the skull. When it has attained some size, it may destroy a portion of 
the brain in which several nerves take their origin, causing paralysis of each, 
and then we have a case of partial hemiplegia—no longer one of local paraly- 
sis: or it may paralyze several nerves by mere pressure, and though in that 
case it would in reality be an instance of compound local paralysis, yet we 
should not be wrong in assigning to it an intra-cranial cause, which is all that 
diagnosis can assert with any degree of confidence. It does not appear that 
such tumors can by their mere size produce more general hemiplegia : when 
this occurs, it almost certainly depends on the coincidence of inflammation, 
which has led to softening of the brain or effusion of serum.” The only possi- 
ble-exception is when the pressure is exerted on a portion of the medulla ob- 
longata, and then paraplegia is the usual if not the invariable result. 

By far the most common cause of hemiplegia is extravasation of blood in 
the hemisphere of the brain opposite to the side of the body affected; but 
why this event causes in one case both apoplexy and paralysis, in another 
apoplexy alone, and in a third only hemiplegia, we are not always able to 
determine. It is to be remembered that while, on the one hand, hemiplegia 
does not necessarily follow on apoplexy, so, on the other, its continuance after 
consciousness is restored must not be taken as proving that the fit has been 
of the nature of sanguineous apoplexy; because it is sometimes dependent 
on effusion of serum, when one lateral ventricle is more distended than the 
other. Hxtravasation of blood in the brain is so often found associated with 
disease of the heart and arteries, that apart from any consideration of caus- 
ality, the discovery of valvular lesion, or hypertrophy, affords strong presump- 
tive evidence, in cases of hemiplegia, that they belong to this class rather 
than to serous effusion or chronic disease. In connection with this subject | 
we must again refer to the plugging up of an artery by a mass of fibrin de- 
tached from a diseased valve. In most cases the paralysis is produced by 
disorganization of brain resulting from imperfect nutrition; but it also ap- 
pears to be sometimes the immediate effect of the stoppage of the supply of 
blood, when the symptoms are necessarily more quickly developed than in the 
other instance; but neither present the character of rapidity belonging to ex- 
travasation, and in neither is there anything like an apoplectic attack. 


_. § 2. Paraplegia—Rarely a sudden seizure except after injury 
of the spine, it is but seldom dependent on cerebral disease; in 
both respects it stands in complete contrast to hemiplegia. As 
in hemiplegia, however, the power of movement is generally 
more affected than the sensibility: but loss of the one seldom 
exists without partial failure of the other. Its characteristic is 
that it affects both sides of the body symmetrically, although 
not necessarily to the same degree. Its history points out its 
more or less gradual development, the occurrence of some acci- 
dent or injury to the back, or it may perhaps afford evidence of 
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disease of the brain. It ought always to be ascertained whether 
there be any deviation from the normal condition of the bones of 
the spine, or any point at which a sudden jar or blow causes more 
pain than elsewhere; we have then to consider how high the con- 
dition of paralysis extends. 

a. In its most common form, the disease has come on by slow 
degrees, observed first, perhaps in one leg, and soon after in the 
other, and still exhibited to a greater degree in the limb in which 
it was first felt, but extending no higher than the loins; it has 
been preceded by no accident, is accompanied by no distortion, 
and is entirely without pain. The patient at first only feels some 
weakness in the knees, and very frequently in walking, experi- 
ences a sensation as if he were treading on soft wool; the muscu- 
lar sense is soon lost, and he needs to look at his feet to know 
where he steps; gradually the paralysis increases, and in the 
worst cases he is at length reduced to such a state that he has no 
power even to move his limbs in bed except with the assistance 
of his hands, and yet the upper half of the body is unaffected. 
This is dependent on a condition of simple atrophy of the lower 
part of the cord; there is no evidence of inflammation, acute or 
chronic, during life, no appearance of it after death: nor do the 
remedies which generally influence the progress of inflammation 
show any power over this disease. 

b. The form occurring next in frequency is that dependent on 
injury or disease of the spine—fracture or caries of the bone, and 
ulceration of the intervertebral cartilage. Displacement follow- 
. Ing on these causes may of itself give rise to paralysis; but in 
chronic cases it is seldom found unaccompanied by evidence of 
inflammatory action: we may, therefore, for all practical purposes, 
include in the same case the paralysis consequent on concussion, 
which may result at once from the accident, and be perpetuated 
by inflammation, or may only supervene some time after the in- 
jury has been received. Here the diagnosis is generally facilitated 
by the history of an accident or by the evidence of displacement. 
But it sometimes happens that the ulceration of the intervertebral 
cartilage sets up inflammation in the membranes of the cord before 
displacement occurs; and while the pain-on movement, and stiff- 
ness of the back, are only supposed to be rheumatic, symptoms 
more or less distinct of this inflammation are developed, and 
paralysis speedily follows. In such cases, accurate diagnosis 
depends upon the correct appreciation of these symptoms, espe- 
cially with reference to the seat of previous pain and stiffness; 
but it must be confessed that the knowledge often comes too late 
to be of much service in practice. 

ce. Idiopathic inflammation of the cord, of itself, as we have 
seen, a comparatively rare disease, may give rise to symptoms of 
paralysis under three distinct conditions; they may be only the 
evidence of further disintegration, and the immediate approach 
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of death; they may remain for a lengthened period in conse- 
quence of chronic thickening after the acute symptoms have 
passed by; or they may arise without any previous acute symp- 
toms—the inflammation from the first presenting only the cha- 
racters of a subacute or chronic form. An exposure to cold, the 
occurrence of pain in the back, and the comparative suddenness 
of the attack, point to a condition different from what has been 
recognized as the consequence of atrophy. The resulting para- 
lysis is paraplegia, but there is very generally a considerable dif. 
ference in the degree to which the limbs on each side are palsied. 

d. The pressure of a tumor on some portion of the cord may 
also give rise to paraplegia: when occurring in the lower region 
of the back, with no external evidence of its presence, it is not 
to be distinguished from cases of atrophy; but when the para- 
lysis has come on gradually, when no history of injury is ob- 
tained, and no evidence of distortion exists, when the patient is 
- frée from pain, and the upper extremities are partially involved 
as well as the lower, good ground exists for suspecting the exist- 
ence of this form of disease; when the breathing is also inter- 
fered with, its seat is probably at the base of the brain, and it 
may be expected soon to prove fatal. 

e. Spinal apoplexy is one of the rarest forms of disease of the 
cord. The symptoms are said to be very much what might have 
been anticipated from our knowledge of cerebral apoplexy ; vio- 
lent pain in the region of the effusion, general convulsions, sud- 
den paralysis, which, in place of affecting one side of the body, 
occupies its lower half to an extent determined by the distance - 
of the effusion from the top of the canal: it is generally unac- 
companied by coma, and proves speedily fatal 

f. General paralysis. This is the only form affecting both 
sides of the body which has its seat in the brain: seldom com- 
plete until towards its close, it is marked by a general loss of 
muscular powers, an occasional difficulty in articulation, a tripping 
over or stuttering and slurring certaim words, as in the early 
stages of intoxication. It is seen in its most typical form in the 
paralysis of the insane, where, along with the gradual abolition 
of the muscular power, there is a correspondingly gradual loss of 
mental consciousness, ending in perfect fatuity ; it is usually pre- 
ceded by symptoms of alienation of mind having more or less 
the character of exaltation of ideas; the patient imagines that he 
has acquired an enormous fortune; or the quiet steady man of 
business becomes suddenly gay and extravagant; the delusions 
seem always to have the character of happiness and contentment. 

Pathological anatomy is not yet sufficiently advanced to point 
out in all such cases what are the actual changes in structure on 
which the disease depends, the brain being found in very various 
states after death. St i ie: 

A corresponding form of disease exists without the accompani- 
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ment of insanity, in which it is also quite impossible to predict 
the actual lesion that will be discovered; and though in some 
rare cases no appreciable change of structure can be detected, yet 
their whole character warrants us in assigning disease of the brain 
as their cause. The consistency of the affection, its extension to 
one or other or both of the upper, as well as the lower, extreml- 
ties, makes it probable that the seat of disease is above the spinal 
column; and, having satisfied ourselves that the vertebra of the 
neck are free from disease or distortion, our next step is to an- 
alyze with-care the condition of the cranial nerves; deafness, un- 
equal action of the pupils, strabismus, &., are to be taken as 
evidence of disease in the cranium. It is worthy of remark that, 
while these nerves are affected only on one side, and one arm is 
perhaps decidedly weaker than the other, the legs are usually 
equally paralyzed. The paralysis is sometimes coincident with 
a condition of spasm which affords pretty conclusive evidence 
that the disease is situated in the brain itself. 

Its progress is generally very slow, and the failure in muscular 
power may vary greatly in intensity in different parts of the body, 
being generally most complete where its existence was first recog- 
nized. In the paralysis of the insane, the defect in speech is 
generally that which is first observed ; in other cases this is not 
so, but its existence is always very important in diagnosis. The 
absence ofany other indication of disease besides loss of power, 
in some instances, has led to their being mistaken for cases of 
hysteria or hypochondriasis. 

g. Paralysis agitans: although clearly not belonging to the 
class paraplegia, the few remarks to be made on this disorder will 
best follow the description of general paralysis. There is no evi- 
dence of brain disease; the intellectual faculties are unimpaired, 
the cranial nerves are not liable to be implicated; indeed, it is 
not proved that its seat is the nerves themselves, but, like chorea, 
it consists in some disturbance of the relation between nervous 
influence and muscular movement; there is no anesthesia. It is 
chiefly a disease of old age, comes on gradually with shaking of 
the head or of the extremities; these are, indeed, its only diag- 
nostic features: it is occasionally left as the result of convulsions 
in infancy. 

An analogous disease is seen in the tremor of those subjected 
to the constant action of mercurial vapor. The tremor, in this 
case, is only excited by voluntary muscular movement, the indi- 
vidual at other times being perfectly still; and its seat is most 
probably in the nervous system, as it sometimes presents the phe- 
nomena of wakefulness and delirium. It is one of the examples 
of slow poisoning mentioned in an earlier part of this volume. 


In all the conditions just referred to we are very much at a loss in attempting 
to explain the relation of the phenomena to change of structure in the nerv- 
ous system. This difficulty is much increased by the fact that, whatever be 
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the form of lesion, and however local and limited in its nature, we have the 
same general result of paralysis affecting both sides of the body alike; and 
therefore, practically, the important considerations in paraplegia are limited 
to the recognition of acute and chronic disease, and caries or injury of bone. 
When any doubt is entertained with regard to the reality of partial paraplegia, 
it may be always solved by observing with due care the mode in which the 
feet are set down in attempting to walk ; there is an indescribable uncertainty 
about the gait of a paraplegic which imposture can never successfully imitate. 


§ 3. Local Paralysis—It has been already explained, in speak- 
ing of hemiplegia, that this appellation is, in strictness, confined 
to cases of paralysis not having a central origin. When its cause 
is nervous, the affection of the nerve is located somewhere after it 
has emerged from the cerebro-spinal axis. Due regard to the 
extent and special distribution of the affection, and knowledge of 
the anatomy of the nervous system, form the groundwork for the 
diagnosis of local paralysis; it is limited to the organ which some 
particular nerve supplies. The cranial nerves, issuing singly 
from the brain, afford the most frequent examples; thus we have 
amaurosis, ptosis of one eyelid, anzesthesia, or palsy of one side of 
the face, &c. In all-such cases we have to assure ourselves well 
that no other cranial nerve is similarly affected; because, when 
more than one is implicated, there is good ground for believing 
not only that the lesion is within the cranium, but that it probably 
also involves the brain itself. In the case of the fifth and seventh 
pairs, where contiguity or admixture of fibres of different kinds 
exists, the relations of paralysis of sensation and motion are some- 
times such, that we can define the exact portion of the nerve in 
which the disease is seated. Ambiguity is, to a certain extent, in 
many instances unavoidable; because while some very slight dis- 
ease within the cranium may produce local paralysis and nothing 
more, it is yet equally true that this form of palsy may be the 
first manifestation of serious disorganization. ; 

Pressure of a tumor on the brachial plexus, or upon the crural 
nerve, may give rise to symptoms of palsy and anzsthesia more 
or less complete in the limbs to which they are distributed: a not 
“ unfrequent instance of this condition is the numbness of the legs 
during pregnancy. ° 
- Some forms of local paralysis are more directly connected 
with the muscular structure than with the nerve by which it is 
_-supplied: This condition is met with—especially affecting the 
extensors of the forearm—in lead palsy, but also involving to a 
less degree the flexors. The colic which usually precedes the 
affection of the forearm, is probably caused by corresponding 
paralysis of the muscular coat of the intestines. 

Drop-wrist is also occasionally met with in over-worked, half- 
starved tailors and needlewomen, without colic, without blue-line, 
or any evidence of lead poison, and would seem to be produced 
by the forced and long-continued action of ill-nourished muscles. 
Similarly, an over-strain of muscle, on perhaps only one occasion, 
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is sometimes followed by loss of power. Paralysis of the bladder 
from distension affords a ready example. 

Another cause of local paralysis, which, in the end, becomes 
general, should be mentioned—viz., fatty degeneration. Its pa- 
thological relations are not understood ; but weakness and wasting 
of one muscle after another, proceeding in a direction which does 
not necessarily follow the anatomical relations of the nervous 
system, may be suspected to be due to this change; it is not 
possible to give any definite rule for its diagnosis. 

The history of the case, as has been already remarked, serves 
to exclude instances in which local paralysis is the last remnant 
of a more general affection, or the only effect of an apoplectic 
attack; these evidently belong to hemiplegia. In other cases it 
points out, when the disease has come on suddenly, what has been 
the exciting cause; or it indicates, by the slow supervention of 
the affection, that it is due to some condition of long standing. 
Such, for example, is the history of colic. 

Local paralysis is not generally a disease of grave import: it is 
much more so when the cranial nerves are the seat of the affection 
than when spinal nerves only are implicated; and among these 
considerable differences exist. Facial paralysis, coming on after 
exposure to cold, is one of the least important. Amaurosis is a 
very distressing disease to the patient; but ptosis is a symptom 
of much more serious consequence in the mind of the physician. 
Strabismus in childhood, after eclampsia, is common, and not of 
much consequence; while in the adult its presence is of evil 
augury, when of recent occurrence. But, as before remarked, the 
coexistence of affection of two distinct nerves (e. g., facial palsy 
with strabismus) gives most cause for serious apprehension; or 
the concurrence of any of them singly with symptoms, however 
obscure, which can be traced in any way to disease of the brain. 

Loss of power is more definite in its indications than loss: of 
sensation, inasmuch as the one is an objective, the other a subjec- 
tive phenomenon; but yet even loss of power may, to a certain 
extent, be exaggerated, if not wholly simulated, in incomplete 
paralysis, bythe imaginings of the patient; and such cases are 
always more difficult of diagnosis than when the power of motion 
is entirely lost. Patients often speak of numbness when they do 
not mean anesthesia at all; there is no loss of feeling, but perhaps 
a sensation of tingling, or formication, to which the name is ap- 
plied. Such cases are rather to be regarded as an indistinct form 
of neuralgia, than as local paralysis. 

The bearing of diagnosis on treatment in all cases of local para- 
lysis, may be summed up in the discovery of its cause, whether 
that be revealed by the history of the case, or can be gathered 
from a knowledge of the portion of the nerve which is the seat of 
lesion, and a consideration of the structures immediately surround- 
ing it, in so far as they may interfere with the transmission of 
volition and sensation through the nerve fibre. . 
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CHAPTER XVI. 
NEURALGIA. 


Lis Place in Classification—Distinguished from Pain—Inflamma- 
teon— General Pain—Local Pawin—Irritation—Neuralgia proper 
—§ 1. Tic Doulowreuw—§ 2. Hemicrania—§ 3. Sciatica—§ 4. 
Angina Pectoris—§ 5. Spinal Neuralgia. 


THE term neuralgia is one which only serves to remind us of 
the limited range of our knowledge: had we attained to a perfect 
pathology, it would find no place in a systematic classification of 
disease, except asasymptom. In itselfa mere sensation dependent 
on a variety of causes, we are yet forced very often to rest. satis- 
fied with the knowledge of its existence, without being able to 
trace it backward to its true source in the causality of disease ; 
and at the same time its very vagueness too often serves as a 
cloak-for ignorance, or furnishes a ground for deception. It is 
exposed to all the difficulties in investigation which are insepara- 
ble from merely subjective phenomena, and there are few indica- 
tions by which we can correct an opinion we are driven to form 
merely upon the patient’s own statement. Hven when convinced 
that there is no exaggeration or deception, we are still so ignorant 
of the changes in nervous structure, that when able to prove by 
post-mortem evidence that there has been no traceable cause for 
the pain, we must rest satisfied with the fact that it has been felt, 
and with the expression that it was neuralgia. ; 

One point is perhaps not sufficiently attended to in the employ- 
ment of the term, that while in truth all pain is perceived by the 
nerves, and in that sense is seated in the nerve, yet all pain ought 
not to be called neuralgia. The true distinction between the two 
is that in the one instance the sensation is produced by some irri- 
tation acting locally on the terminal filaments of the nerves which 
are the normal recipients of it, while in the other it is caused b 
something aftecting the trunk of the nerve, that bundle of fibres, 
large or small, lying within the neurilemma, which in a state of 
health does not receive but transmit the sensation: consequently, 
neuralgia properly so-called affects all the sensitive branches 
uniting to form the trunk on which the irritation acts, and pain 
is felt sometimes distinctly to the terminal filaments, sometimes 
vaguely in the course of the ramifying fibres. As in paralysis, 
a knowledge of the parts over which pain is distributed, and of 
the anatomical relations of the nerves, will best assist us in dis- 
tinguishing between neuralgia and local pain. When two dis- 
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tinct parts of the body, having no nervous communication with 
each other, are both in the seat of pain, the presumption is very 
strong that they are not simultaneously affected with neuralgia; 
when all the structures supplied by one nerve are painful, it is 
highly improbable that each should be influenced by a local cause ; 
when one form of structure only is affected, we are led to suspect 
that there must be some change in that to account for the suffer- 
ing, rather than an affection of the nerve: these rules are well 
exemplified in the diagnosis between rheumatism and neuralgia. 


At the risk of repetition, I must again remark that if there be a distinction 
between pain and neuralgia, it is still greater between all sorts of pain and 
inflammation. Pain is the expression of irritation of nerve matter, and nothing 
more; in different individuals it has a very different signification; some are 
intolerant of pain, and generally use big-sounding words to express it—it is 
terrible, dreadful, intense—when, in reality, there is little derangement; some 
are callous and indifferent, and will scarcely admit that they suffer pain, when 
such disgrder is present as can scarcely exist without it. Perhaps the best 
criterion of the reality and amount of pain experienced by the patient, is 
when it produces an expression of anxiety and pinching of the features ; this 
is something quite different from the eyebrows being knitted together in a 
frown, and is equally distinct from the sadness and tear-shedding aspect of 
hysteria; it is one of the points in the physiognomy of disease which has to 
be learned by the student. 

It may be stated generally that pain accompanying inflammatory action is 
less noticed by the patient than that attending nervous disorders, whether 
functional or neuralgic. The pain of inflammation is described as acute, 
darting, or stabbing, in opposition to dull, aching pain; and that of suppura- 
tion as a throbbing pain: but the whole vital functions are so deranged that 
the attention is less engrossed by it, and it less frequently forms the chief 
subject of complaint: perhaps, too, it is not so constant; and as it is aggra- 
vated by pressure, it is also in some measure dependent on movement, and is 
therefore Jess felt in perfect quietude. Inflammations of various organs differ 
very materially in the amount of pain they cause; the bones, joints, and liga- 
ments, the skin, and the serous membranes, become the seat of much greater 
pain when inflamed than the mucous membranes and the viscera. For ex- 
ample, in peritonitis, acute rheumatism, gout, carbuncle, the pain is generally 
a prominent symptom; in inflammations of the liver, the bowels, and the 
bladder, it is much less noticeable: again, a dyspeptic headache is much more 
complained of than the pain of the most intense meningitis ; in acute pleurisy, 
the patient dare not cough or draw a deep breath; and yet, till his attention 
be drawn to it, the pain may be the last thing he speaks of. Corroding cancer 
affords an example of pain without inflammation, which is very severe and 
lancinating, and yet patients occasionally present themselves who suffer very 
little while laboring under that dreadful malady. 


In Chapter I. allusion was made to the lessons taught by the 
duration of pain; when it was stated that its importance in cases 
of long-standing is to be measured by its effects, and that when 
of recent date, it is a symptom of but little consequence in per- 
sons who have been long ailing, while their general health is not 
seriously undermined, These considerations suffice to show the 
necessity of inquiring into the patient’s previous history, and in 
doing so we shall often find that the precursory symptoms, or the 
circumstances which have seemed to give rise to it, throw great 
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light on its causes. General pain, by which is meant pain or 
aching not limited to particular organs, but irregularly distributed 
over the body, is commonly an indication of general disorder ; 
such as we have already studied in what are called blood-diseases, 
fevers, rheumatisms, even anemia: it may be muscular, or con- 
fined to the joints, to the bones (e. g., rheumatic periostitis), or to 
the nervous system, with headache and pain in the back. These 
varieties in its manifestation, comprising the individual elements 
of which the sum of general pain is composed, lead us by analysis 
to the various diseases and disorders in which we have already 
met with it as one of the symptoms. Another form of general 
pain is somewhat analogous in character to neuralgia; it is re- 
ferred to the sensitive filaments of the nerve, but has its real seat 
in some portion of the cerebro-spinal axis, and is caused by dis- 
ease of or pressure upon some portion of the central organs; it 
is often very irregular in its manifestation, and is of great import- 
ance when associated, as it is sooner or later, with spasm or para- 
lysis: occasionally it is complained of in parts which have lost 
some degree of their ordinary sensibility. Apart from such 
corroborative symptoms, there is nothing in the pain itself to 
distinguish its cause; when more limited in its distribution, it is 
apt to be confounded with neuralgia; when diffuse and irregular, 
it resembles muscular rheumatism. 

Local pain is either direct or sympathetic; when accompanied 
by a febrile state, it is always referable to some congestion or 
inflammation; without fever, it is either dependent on some 
chronic ailment of the part, some unfitness for the performance 
of its ordinary functions, or it must be regarded simply as neu- 
ralgia. The first inquiry, therefore, is whether there be any 
alteration in the function, normal condition, or nutrition of the 
part in which pain is complained of; next, whether any ailment 
exist elsewhere of which such pain is known to be sympathetic. 

Examples of such affections are found in disorder of the liver, being fre- 
quently associated with pain in the right shoulder ; nephralgia, especially cal- 
culus of the kidney, causing pain in the thigh, groin, or testicle; irritation of 
the bladder being referred to the meatus urinarius; disease of the womb, leu- 
chorrheeal and other discharges, being accompanied by pain across the sacrum ; 
disease of the hip-joint being often indicated by pain in the knee, &c. Some 
practitioners have recently attempted to substitute a theory of sympathetic 
or perhaps reflex pain, connected with the uterus and ovaries, for that of 
spinal irritation, as affording an explanation of some of the anomalous pains 
of hysterical females.. This wants confirmation, and will in all probability be 
found as baseless as ihe spinal irritation theory. ‘us ; 

We must not overlook the consideration that direct pain in local inflamma- 
tion is aggravated by movement or pressure, and is indeed Sometimes only 
spoken of as produced by such circumstances; bearing in mind, at the same 
time the exaggeration of this fact exemplified in the tenderness of hysteria. 

Should careful inquiry reveal no definite cause for local pain, 
we must be content with the terms neuralgia and irritation ; not 
that they are in themselves satisfactory, but they serve to distin- 
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guish conditions beyond which we cannot at present penetrate. 
Patients generally are unacquainted with the situation and distri- 
bution of nerves, and therefore we may fairly assume that there 
is more of reality and less of imagination in pain described as 
following the known course of some nerve, than in that which is 
anomalous and irregular. But while remembering that it may 
be the effect of imagination, or may be simply imposture, and 
while all pain unaccompanied by local lesion is very liable to 
exaggeration, yet we know that irritation really does occur, and 
does give rise to pain, and therefore it must not be ignored only 
because we cannot find out its cause. Examples of local irrita- 
tion are found in toothache, earache, muscular rheumatism, the 
effects of exercise or strain, as well as in painful digestion, pain- 
ful menstruation, &. An hysterical or chlorotic female has 
almost always pain in the left side; this is probably due to the 
liability to excited action of the heart, present in such cases, 
associated, as it commonly is with flatulent distension of the sto- 
mach. When local irritation has a persistent character, we may 
conclude that there is some hidden cause for its presence. 

Pain dependent on irritation is of more importance when ac- 
companied by tenderness on pressure: so true is this, that even. 
sympathetic pain, when severe, will produce tenderness in the 
part where the pain is felt, although we know certainly that the 
seat of the disease and the cause of the pain is located elsewhere. 
This observation must of course be taken with the limitation that 
it is not hysterical tenderness accompanying hysterical irritation. 

It is sometimes quite impossible to determine the circumstances 
which give rise to this nervous irritation; its cause, for example, 
may be inseparably bound up with derangement of stomach or 
disorder of the intestinal canal, while its effects are really pro- 
duced at a very distant part. When the stomach has been emp- 
tied by vomiting, or the prime viz cleared out by a brisk pur- 
gative, the pain immediately ceases. In such circumstances, as 
well as in those more usually ealled sympathetic, there is probably 
something of a reflex action; and to them the name of neuralgia 
might with some propriety be applied; it seems better, however, 
to confine it to cases in which there is some actual impression on 
the nerve-trunk, producing sensations in the branches. Though 
not limited to any particular nerves, there are a few in which it 
is more commonly met with than in others, and to them distinct 
names have been applied. 


§ 1. Tic Doulowreux.—This disorder usually affects the branches 
of the fifth pair; it is described as a darting pain which thrills 
along the course of the nerve to its remotest branches. Sometimes 
limited to one, sometimes extending to all of the main divisions 
of the nerve, its momentary shock seizes the individual without 
warning under a variety of exciting causes. The pain is intense, 
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though transient, leaving an aching for some few minutes after it 
has passed; it recurs again and again on the occasion of any 
fresh stimulus, whether speaking, eating, a draught of air, or ‘a 
touch, or even without apparent cause. Its associations are so 
numerous as to defy classification; it is enough here to say, that 
in many instances treatment directed to correcting general digor- 
dered states of system is successful in its removal; and we are 
therefore called upon to investigate all the correlative symptoms, 
not as an aid to diagnosis, which is generally only too unmistaka- 
ble, but as a guide to rational treatment. The most intractable 
cases are those in which there is coexisting disease at the root of 
the nerve; they present to us the same problem as epilepsy, so 
difficult of solution, why an abiding cause of irritation should 
only manifest itself in paroxysms. 


§ 2. Hemicrania.—Much more diffuse than tic, its paroxysms 
are not nearly so intense, but they are of very much longer dura- 
tion; like it, they very generally entirely subside for a time, to 
return at no long interval; but in this disease there is very fre- 
quently a marked regularity or periodicity in the recurrence; in 
such cases its popular name is brow ague. Its situation is not so 
much in the face and the course of the fifth nerve, as generally 
over one side of the head, referred especially to the forehead, and 
frequently affecting the eyeball. When associated, as it often is, 
with a debilitated or exhausted condition of the body, it is less 
distinctly periodic, and easily curable by means calculated to 
remedy the general health; in its purely intermittent form it is 
only a manifestation of malarious poison. 


§ 3. Seiatica.—lIt is very often difficult to make out whether a 
patient be suffering from chronic rheumatism or sciatica; but the 
distinction in such cases is of less importance, as this form of 
neuralgia is very frequently of rheumatic origin. In a well- 
marked. case, the pain is described as extending from the sciatic 
notch down the back of the thigh and leg; and the effect of 
counter-irritants in its treatment seems to prove that the pain is 
due to subacute inflammation of the neurilémma. But it is often 
much more diffuse; and then itis quite as likely that the ultimate 
filaments of the nerve are the seat of irritation, as its main trunk. 
This is especially the case when the pain is more sensibly felt in 
the proximity of the joints; it is probable, in such cases, that 
those are its real seat, although not spoken of by the patient, 
whose description is so vague that it can only be determined by 
the effect of movement; forced flexion of the joints is always 
painless in sciatica, voluntary motion gives pain alike in both 
diseases. In sciatica the pain is not increased, as it usually is in 
rheumatism, by the patient bearing his weight on the limb; local 
disease of the joints can hardly lead to any perplexity, as pain is 
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not an early, and rarely an urgent symptom in such cases. The 
existence of previous pain in other joints or limbs would lead us 
to suspect that it was of rheumatic character, even when convinced 
from other circumstances that the case was clearly one of neuralgia. 


§ 4. Angina Pectoris——This is perhaps the best place to con- 
sider a disease of which all that we know is that it is accompanied 
by intense pain, referred to the cardiac region, and doubtless 
experienced in the nerves of the heart itself; while it also sympa- 
thetically extends down the left arm, sometimes as far as the 
terminations of the ulnar nerve in the two last fingers. The cir- 
cumstances which prove its cardiac origin, are its sudden and 
apparently causeless occurrence, its independence of feelings of 
dyspneea, the sensation of extreme faintness, and, what is some- 
times so well described by the patient, a sensation as if the heart 
had stood still. These points are quite sufficient to establish its 
diagnosis; and as yet we must rest satisfied with the knowledge: 
of its spasmodic character. 

In most cases of angina, disease of the heart exists; sometimes 
such as may be detected by the stethoscope, frequently of such a 
character as escapes observation, or can only be inferred from 
general indications, such as fatty disease and ossific deposits, 
especially in the coronary arteries. There can be no question 
that such conditions predispose to it; but neither do they of neces- 
sity produce it, nor are they essential to it; patients with organic 
disease have no angina, others have angina in whom there is no 
reason to believe that the heart is diseased. This leads us to 
classify it among the neuralgias as: being especially characterized 
by spasmodic pain, and as leaving behind it after death no definite 
record of its existence. 

It is hable to be confounded with the palpitation produced by 
dyspepsia, and especially that which in nervous ‘persons accom- 
panies flatulent distension of the stomach. Such a mistake éan 
only occur with those who are hasty in their conclusions, and 
who do not inquire accurately into the mode of incursion of every 
disorder; the one almost always makes its first attack during 
exertion, or in consequence of sudden and violent emotion; the 
other most generally awakes the patient out of a troubled sleep, 
and has been preceded by a continuance of dyspeptic symptoms. 
The amount of anxiety and distress, and the duration of the attack’ 
do not correspond in the two affections; the one is momentary, 
and of such intensity that the patient feels he could not survive 
its duration, if prolonged for ever so short a time; the other is 
much less violent, and more continuous. 

The attack of angina is occasionally closely simulated by what 
is called masked gout, especially when the disease is retrocedent, » 
The fact of its existence in the joints, perhaps only the day before, 
and its sudden disappearance having been almost immediately 
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followed by the spasmodic pain, is too marked a coincidence to 
be overlooked ; in other cases, the previous occurrence of extreme 
dyspeptic symptoms, and irregular pains, a gouty history and 
diathesis, as well as the slower incursion and longer duration of 
the seizure, lead us to the conviction that it is not angina, and will 
probably serve to point out its true nature. It seems almost un- 
necessary to add that, obscure as many of these cases of masked 


gout undoubtedly are, true diagnosis is most essential to correct 
treatment. 


$5. Spinal Neuralgia.—Lumbago has been already mentioned 
as one of the most severe and common forms of muscular rheu- 
matism ; pain in the back has been referred to as an indication of 
an attack of smallpox, and as not uncommon in fever generally ; 
it is also an accompaniment of irritation of the kidney, and is 
sympathetic of uterine disorder. But we still meet with pain in 
the back which cannot be referred to any of those causes; in very 
many Cases, it is merely one of the forms of hysteria, and as such, 
with its many anomalous characters, its irregular manifestations, 
and its power over the imagination of its victims, has given rise 
to many false theories, and to much pernicious practice; nothing 
can be more deplorable than the permanent mischief which has 
frequently ensued from confining such persons to a recumbent 
posture, till the best advice and the most judicious treatment may 
fail for years to set them again on their legs. The views of those 
who ascribe this affection to irritation within the spinal canal, 
appear to me most unphilosophical and most unsatisfactory. We: 
must, indeed, refer it to what has been distinguished as irritation— 
a condition of the sensitive extremities of the nerves, of which in 
reality we know nothing; but it is assuredly not an irritation of 
nerve centres or of nerve trunks. 

This class of cases is deserving of careful study, in order that 
we may not be misled by them, as they form a large proportion 
of the nervous affections of the back; their diagnosis is based 
upon those general features which mark the hysteric tendency ; 
long ailment, without serious impairment of health; inconsistency 
between subjective and objective phenomena; excessive, but un- 
real tenderness; and pain, evidently not limited to one nerve or 
one set of nerves, unreasonably excited by trivial causes, and not 
increased by others, except the patient be led to expect that it 
ought to be. But it often requires great care to discriminate 
these spurious affections from the pain caused by disease of the 
vertebrz, before alteration in form and direction proves the pre- 
sence of caries. If any one character more than another can 
serve to distinguish them, it is that a sudden jar or shock to the 
spine will necessarily increase the pain attendant on disease df 
bone. 

One of the most common causes of backache among delicate 
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persons is the exhaustion of muscle in maintaining the erect pos- 
ture. The cause of irritation can be most easily proved to be of 
this nature by its entire disappearance on the patient’s assuming. 
the recumbent posture: movement, by throwing the strain on 
other muscles, also affords temporary relief, and this serves to dis- 
tinguish it from muscular rheumatism. The hysterical affection 
is very often engrafted upon this muscular pain. 

When such cases are eliminated, only a very few remain to 
which the name of neuralgia, as already defined, can apply. 
They are very generally rheumatic in their origin, but do not 
exhibit in any great degree the character usually associated with 
rheumatism, of being aggravated by motion; we cannot get be- 
yond the fact of local pain limited to parts supplied by a single 
set of nerves. It is important to observe whether there be any 
loss of ordinary sensibility or of muscular power, as such cir- 
cumstances would indicate a more serious affection than simple 
neuralgia. 
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CHAPTER XVII. 
EXAMINATION OF THE CHEST. 


Importance of Correct Knowledge—its Sources—§ 1. History and 
General Symptoms—Acuteand Chronic Disease—Pain—Indica- 
tons of Kever—of Hmaciation—The Breathing— COough—Haxpec- 
toration--§ 2. Physical Signs—(a) Haternal Appearances—(b) 
Percussion—its Teaching—Sources of Error—(c) Auscultation— 
s Application— False Nomenclature—How Deductions are to be 

- drawn. 


In the ordinary course of inquiry, we have next to examine 
the condition of the organs contained in the chest; and in order 
to insure habits of accuracy in diagnosis, the student should make 
a rule under no circumstances to omit it; in practice, he may 
subsequently limit himself to a few general questions with regard 
to cough, dyspneea, or palpitation, and the existence of pain or 
expectoration. If the answers to such queries be unsatisfactory, 
further inquiry is evidently called for: but even when they fail 
to elicit any statement indicating the presence of disease, the ex- 
amination of the chest may be attended with the most important 
results: it is scarcely too much to say that diagnosis would be less 
frequently at fault, and treatment more uniformly beneficial, if it 
were our constant practice to ascertain the leading characters of 
the respiration and the heart’s action in all classes of disease, just 
as we are accustomed to look at the tongue and feel the pulse. 
A cursory examination at least serves to assure us that there is 
or is not disease of much amount, while a more careful investi- 
gation may bring to light some fact which will in great measure 
serve to explain circumstances previously unintelligible. 


— §1. History and General Symptoms.—The history of the case 
sometimes affords but little information, while in other instances 
it may almost alone serve as the basis for correct diagnosis. The 
duration of the attack at once separates cases of recent origin 
from those which, by their continuance or repetition, are shown 
to be more or less chronic: from the date of the first deviation 
from health and the order of sequence among the phenomena, 
we learn whether pain or febrile symptoms, coryza or expectora- 
tion, attended its commencement, or the cough came on gradu- 
ally; and we are also enabled to place by themselves cases in 
which the very important fact can be elicited that blood has been 
occasionally mixed with the sputa. Any past illness, directly or 
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indirectly bearing on disease of the chest, should be noted, be- 
cause it would show either that the symptoms were secondary on 
disease in other organs, or that the present attack was one of a 
succession of similar character, or that it had sprung out of the 
organic changes wrought by the previous illness. 

In the present condition of the patient we have to consider 
whether the general symptoms indicate inflammatory fever or 
hectic, or freedom from any febrile disturbance; the pulse must 
be especially noticed, as it is one of the more direct signs of dis- 
ease of the heart, The appearance may be one of health and 
strength, or of weakness and emaciation; the aspect may betray 
signs of anxiety, as caused by pain or breathlessness; the color 
of the face may have the dusky hue of ill-ventilated blood, or 
the brilliancy of hectic. We have to pay regard to the posture 
which disease may oblige the patient to assume for the relief of 
labored respiration; and while listening to complaints of pain or 
discomfort, we watch the character of the breathing and cough, 
with regard to frequency and force, comparing the former espe- 
cially with the quickness and power of the pulse; it is also im- 
portant to ascertain the character of the expectoration. 


These circumstances may point either to disease of the heart or of the 
lungs. The history of the former is generally obscure, the origin unknown 
to the patient himself, and the duration extremely uncertain; and it is per- 
haps only when the pain of pericarditis marks the commencement of that dis- 
ease, that any definite information is gained. 

The duration of the different affections of the chest varies in a very re- 
markable degree; the only important points connected with this inquiry are 
the recent occurrence of an acute attack, the continuous illness of some 
weeks or months which especially characterize rapid phthisis and the yearly 
return of cough in chronic bronchitis, emphysema, and the more tardy forms 
of tubercular disease. In organic changes of the heart’s structure shortness 
of breath is sometimes spoken of as a symptom of many years’ standing; at 
the same time it will constantly be experienced in practice that very serious 
disorganization must have been proceeding for years, without any conscious- 
ness of its existence on the part of the sufferer. 

Not unfrequently the date which is assigned as the commencement of the 
attack is altogether erroneous; the first symptoms have not been observed, 
or have been forgotten; some persons speak of having had cough as long as 
they can remember; others are unable to recall to mind the colds and coughs 
of last winter; and a false date is worse than none at all; but it is not without 
value. in a diagnostic point of view, that the patient is unable to assign a 
date, because it indicates the insidious approach of the malady; more com- 
monly some period is named at which it is alleged that cold was caught. 
Beyond this, perhaps, all inquiry fails in getting any information; the points 
of greatest importance are the existence of pain and fever in an illness of 
recent date, and the occurrence of hemoptysis in one of old standing. 

In the history of antecedent illnesses we are sure to find, when the symp- 
toms of chest affection are primary, and the attacks repeated, that the lungs 
are the organs chiefly implicated; while by the previous occurrence of rheu- 
matism or dropsy we are led to expect disease of the heart, and the affection 
of the lungs is more likely to be subordinate and of minor importance. When 
confined to the respiratory organs, we either meet with severe symptoms of 
occasional occurrence, or with habitual winter cough; the patient may be an 
old asthmatic, or may have been always delicate ; or he may never have thor- 
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oughly recovered from the effects of a more acute attack; latterly he may 
have lost flesh and strength; and we endeavor to contrast his present state 
with what we can gather from description to have been his usual condition of 
health prior to the illness under which he is now laboring. 

_ From this we are led to inquire what is that actual state; the presence or 
absence of fever will be indicated by the skin, pulse, tongue, &c.; but here 
we often meet with the adynamic form called hectic, in which the rapidity of 
the pulse is not always accompanied by a furred tongue or a hot skin—at one 
time it is dry and burning, at another it is bedewed with moisture or dripping 
with perspiration ; in such cases the tongue is often chapped, peeled, or glazed, 
and the bowels tend to diarrhoea. Real inflammation of the lungs (pleurisy 
or pneumonia), as well as pericarditis, can scarcely have place without the 
coexistence of inflammatory fever. Irregularity of pulse invariably indicates 
disease of the heart ; its frequency in cases clearly tubercular marks the dis- 
tinction between the acute and chronic type of phthisis ; an habitually quick 
pulse in bronchitis would lead to the suspicion of tubercles, when there is no 
other proof of their presence; a quiet one may tend to disprove such a con- 
clusion, when some probabilities are in its favor. 

The absence of emaciation is often at once taken as decisive against the 
supposition of tubercular disease; but neither is this without exception, nor 
is the converse absolutely true that chronic chest ailment with emaciation 
indicates phthisis; an-experienced eye may discriminate between the one and 
the other, especially if the discoloration of the face in chronic bronchitis, or 
the hectic flush in phthisis, be taken into account. The dusky flush of pneu- 
monia is a very remarkable sign to one who watches the physiognomy of dis- 
ease, as is also the peculiar dragging of the al of the nose, with hurried 
breathing, noticed in pleurisy or peritonitis. Not less distinct are the blue 
nose and lips of disease of the heart. 

The patient, by his attitude, often unwittingly reveals to the observant 
practitioner sensations which he fails to express in words. A phthisical person 
rarely cares to have his shoulders raised in bed, while one with bronchitis 
often does; in disease of the heart the semi-erect posture, which has sug- 
gested the name of orthopnea, is most commonly selected; and even when 
the lung symptoms are the most prominent, its presence pretty constantly 
proves that there must be something more; in some peculiar forms of disease 
a prone position is the only one in which ease is obtained. A patient with 
one pleura full of fluid very generally, even when raised in bed, inclines to the 
affected side, except when pain prevents his doing so; the rule and the ex- 
ception are still more invariable when the position is horizontal. 

Among the sensations of the patient. the consciousness of dyspnoea—short- 
ness of breath, felt especially in ascending a height or going up stairs, has 
more distinct reference to disease of the heart than complaint of cough, 
which, when associated with expectoration, more probably indicates affection 
of the lungs. ‘The principal facts to be elicited in regard to pain are its 
locality, and the circumstances which attended its commencement. It may 

-be across the upper part of the thorax or at either apex ; and this is common 
in phthisis; sometimes its position at the lower part of the chest, and the 
freedom of the respiration, prove it to be connected with the stomach or some 

-of the abdominal viscera. On the other hand, pain, distinctly referred only 
to one side, sharp and cutting, and situated just below the nipple, always 
much increased, perhaps only felt, in the act of coughing or breathing deeply, 
is very probably caused by inflammation. This point is to be considered 
-with reference to the coexistence of fever, because rheumatic and neuralgic 
pains are similarly aggravated. We have already referred to the pain of 
angina pectoris in discussing forms of neuralgia. 

By experience and observation much is learned from the character of the 
breathing, of the cough, and of the expectoration ; and, as aids to diagnosis, 
they must not be omitted; but the student must be very careful not to draw 
conclusions from any of these symptoms alone. The prolonged wheezing 
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sound, in the act of expiration, by a person laboring under emphysema, is 
very characteristic in extreme cases; the cough is deficient in expiratory 
power; it seems a soft, forceless effort. with very little vocal sound, and the 
voice cannot be elevated without difficulty and fatigue ; other conditions, how- 
ever, give rise to characters very similar, such as pressure on the trachea or 
large bronchi, and even chronic dilatation of the smaller tubes, when obstructed 
by thick, purulent secretion. : 

The cough of hooping-cough is itself diagnostic, but must not be confounded 
with the crowing inspiration of childhood, nor with the harsh raucous sound 
of croup or laryngitis; by parents it is sometimes alleged to exist when the 
child is merely suffering from the violent paroxysmal cough which sometimes 
attends extensive tubercular deposit, and is not unfrequently a precursor of * 
hydrocephalus. The loss of voice in affections of the larynx, and the noisy © 
breathing which is audible at a considerable distance, when the disease is 
accompanied by partial closure of the glottis, are almost unmistakable. 

The ringing cough of croup, once heard, can scarcely be forgotten; but 
false diagnosis has not unfrequently been made, from some sound which has 
merely simulated it, being alone taken into consideration. The short hacking 
of early phthisis, and the stifled and suppressed cough of its more advanced 
stages—the rattling: and straining, often ending in sickness, attending the 
emptying of a large cavity—are all more or less significant. 

The absolute quickness or slowness of respiration, and also its ratio to the 
rapidity of the pulse, are rather to be regarded as evidence of the severity of 
the affection than as specially pointing out its nature; such, for example, are 
the very hurried breathing of extensive tuberculosis, and the want of corre- 
spondence between its increased frequency and the acceleration of the pulse 
in severe pneumonia. A distinction is to be made between the evidence of 
. quick breathing derived from observation and the sensation of the patient that 
it is short. The character of the sputa often helps to correct our diagnosis 
when there.is anything like incongruity in the symptoms or physical signs of 
disease. The chief conditions which may be observed are these: simple mucus, 
of varying degrees of adhesiveness and amount, in pleurisy, catarrh, bron- 
chial irritation, and bronchorrhceea; mucilaginous or rice-water sputa, seen in 
the early stages of phthisis ; purulent mucus in chronic bronchitis; unmixed 
pus coming from a cavity; adhesive rust-colored mucus, very distinctive of 
pneumonia ; admixture of blood, from slender streaks to copious hemorrhage ; 
and offensive discharges. In many instances these varieties approximate very 
closely to each other; thus the muco-purulent expectoration of bronchitis 
may assume the appearance of unmixed pus. When bronchitis coexists, as 
it so often does, with phthisis, the sputa present every degree of consistency, 
and the imperfect admixture of the secretions due to each cause sometimes 
points out their combination. In the earliest stage of phthisis it is only that 
of bronchial irritation, and in pleurisy there is usually no expectoration be- 
yond a little salivary-looking fluid; glairiness or adhesiveness, and especially 
a brown tinge, prove that the inflammation is not confined to the pleura. 
Puriform sputa may have most of the characters of a cavity when the pus 
comes not from a vomica, but from the cavity of the pleura; in such circum- 
stances, a gush of pus, instantaneously discharged, would indicate that the 
opening into the pleura was a consequence of empyema, and not of phthisis. 
With reference to the rusty sputa of pneumonia, while the adhesiveness is 
generally in proportion to the severity of the inflammation, the student must 
be careful to ascertain correctly, in cases where the secretion is more abundant, 
that the color is really produced by slight admixture of blood, and is not 
caused by the coloring matter of wine or medicine. 

The blood expectorated in phthisis differs from that of pneumonia, not only 
in its brighter color, but in its being less perfectly intermixed with the other 
secretion; its amount is exceedingly indeterminate. In a large proportion of 
consumptive patients it may be ascertained that hemorrhage from the smallest 
to the largest amount has at one time or other existed, and therefore the 
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faot in any individual case is not without value; but it is true that certain 
phthisical patients escape altogether, that in some cases it is dependent on 
other.causes, and that patients often sedulously endeavor to conceal or ig- 
nore it: 


Sometimes the expectoration is offensive, and occasionally it is so to a very 
high degree. The cause of this is no doubt the admixture of disintegrated 
lung tissue ; but while occasionally the process is rapid and gangrenous, with 
black and grumous sputa, more frequently it is merely fetid pus, the result of 
rapid and unhealthy suppuration; both are generally confounded together 


- gangrene, but the condition of fetid abscess ought to be distinguished 
rom it. 


in the observation of many of these points it is often necessary to wait 
~ until anything like flurry or nervous excitement have passed, or at least to 
correct the observations made on first seeing the patient by others at the end 
of the visit, and not unfrequently to abstract the patient’s attention from the 
particular symptom which is for the moment the subject of observation. 


_§ 2. Physical Signs.—It is not necessary in the present day to 
study much in detail those, the general symptoms of disease of 
the chest; but there was a time when, to the correct interpreta- 
tion of such vague and uncertain signs, the attention of the phy- 
sician was confined. In our own day diagnosis has made great 
advance in consequence of the light thrown upon this class of 
diseases by the practice of auscultation and percussion, and the 
error to which we are liable is that of overlooking the general 
symptoms, and being satisfied with the physical signs; and the 
deductions from these two sources of information, if considered 
apart, may be wholly at variance with each other. The student 
should therefore make careful note of all that he can acquire of 
the history and the general indications before he proceeds to the 
minute examination of the organs of circulation and respiration, 
in order that he may correct the inferences he may be disposed 
to draw from this source by observations made before his judg- 
ment had received any bias from the indications it affords. 

The facts which we have to study consist of the relative move- 
ments of the different parts of the chest; the proportion and 
position of solids or fluids and air as determined by percussion ; 
and the sounds produced, whether normally or abnormally, by 
the movement of air, or air and fluid together, in the lungs, and 
of blood and solid structures in the heart and great vessels; and 
in connection with these, the condition of parts as sound-conduct- 
ing, or sound-generating media. To describe these sounds in 
such a way as to be intelligible to one who has never heard them 
is impossible, and to describe them to one who has, is unnecessary. 
I would only remark that any student who will take the trouble 
of examining the Chest of every patient, will learn to distinguish 
‘the sounds of health and disease in a very short time; while 
those who merely listen to such cases as are pointed out to them 
as instances of certain diseases, or of certain unusual sounds, will 
never have an adequate notion of the value of auscultation. It 
is absolutely necessary, in order to make any advance at all, that 
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the natural respiratory sound, and the natural first and second 
sounds of the heart, be known and understood; and the student 
who is anxious to learn them will never come away satisfied with 
having heard nothing. It too often happens with the learner, 
that when some peculiar circumstance is pointed out to him in 
the wards, he is too hurried or too nervous to catch the sound 
described: in all such cases, my advice to him would be to re- 
move his ear to some other part of the chest where he knows the 
natural sounds are most easily to be heard, and gradually and 
patiently to approach the point to which his attention was first 
called; a sound once heard becomes louder and more distinct, as 
it becomes more familiar to the ear by prolonged attention: if 
he then take the earliest opportunity of comparing what he has 
just heard with that which is to be found in the same spot in a 
patient not laboring under disease of the chest, he will best know 
whether he have learned anything that may be of value to him 
afterwards. 

a. External Appearances.—If we were to follow strictly the 
order in which the various organs are placed in the Table of 
Diseases, we should commence with diseases of the heart and 
bloodvessels, which have been placesl before those of the respira- 
tory organs, because they have less of a local character; the 
circulatory apparatus being distributed, like the nerves, to every 
part of the body. With reference to diagnosis, there seems an 
advantage in pursuing a different course; because diseases of the 
heart are more readily understood when the phenomena connected 
with the lungs, which occupy so much more space in the thoracic 
cavity, have been previously explained. 

In exploring the chest it is essential to contrast the signs 
observed in corresponding parts on each side, because there can 
be no absolute standard of comparison applicable to all cases: the 
differences must be noted as the examination proceeds, but no 
conclusions ought to be drawn from them till the examination be 
completed. Regard must first be had to the external symmetry, 
and then to the movement of its various parts in the act of breath- 
ing; and we may at the same time observe whether the vocal 
fremitus or thrill be equally perceived by the hand on either side 
when the patient speaks. Deviations of form serve either as indi- 
cations of bygone disease, such as the rachitic distortion of the 
ribs in. childhood, the scrofulous caries of the spine, or the lateral 
curvature of imperfect development; or as signs of still existing 
changes in the respiratory organs of some duration ; for example, 
the rounded chest of emphysema, or the flattened one of phthisis, 
or the lateral distension of pleural effusion. Alterations in move- 
ment, again, if we exclude the effects of muscular paralysis, and 
anchylosis of ribs, have more direct bearing on the condition of 
the lungs with reference to their power of expansion: and, con- 

trary to what might have been expected in so mobile an organ 
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the actual position of the diseased portion is often very accurately 


pointed out by deficient movement of the ribs over that particular 
part of the lung. 


These points are not of very great importance in diagnosis, because of 
necessity disease has proceeded to a considerable extent before it becomes 
distinctly manifested in the form and movements of the chest.. But they 
serve, when present, to give certain impressions which aid the practitioner in 
forming a rapid diagnosis, and therefore demand the attention of the student ; 
and they also serve sometimes to correct an error into which we might inad- 
vertently fall if they were overlooked. Distortion, especially that produced 
by spinal curvature, is very liable to render the ordinary physical signs falla- 
cious, and due allowance must be made for this circumstance in forming a 
judgment upon them. Among the more important points with which the 
student should make himself familiar, we may enumerate the following: (1) 
The upper ribs sink away from the clavicle, become flattened and motionless 
in advancing phthisis, while in many cases the movement of the lower ones is 
not interfered with, and as a general rule the change is more evident on one 
side than the other. (2) In emphysema the opposite condition prevails; the 
chest is full and rounded, the ribs stand out, but have a very slight range of 
movement, and the inspiratory effort is marked by powerful traction of the 
muscles of the neck; the movement of the lower“part of the chest is very often 
mmwvard in place of outward during inspiration: the contrast between the 
opposite sides is seldom very great. (3) When one side only bulges, and the 
intercostal spaces are obliterated, the effect is usually produced by distension 
of the pleura with fluid or air. (4) Without any deviation in form, a remark- 
able stillness and want of movement may be observed in the early stage of 
inflammation of the pleura: and when the disease is very limited, this effect 
may be quite local. (5) A very striking change may be noticed in the con- 
traction of one side, when there is no distortion of the spine, as a consequence 
of previously existing empyema. (6) The contrast between thoracic breathing, 
when the diaphragm is not moved, in peritonitis, and abdominal breathing 
when all the respiratory nerves, except the phrenic. are paralyzed by injury 
of the upper part of the spinal cord, is well worthy of observation; its minor 
degrees ought also to be considered in diagnosis. 


b. Percussion.—The operator elicits the sound by his own act, 
his object being to ascertain the relative amount and position of 
the solid or fluid and gaseous contents of the thorax. The stroke 
should be short and sharp, and not more forcible than is necessary 
to produce a distinct sound, except when the character of the 
resonance is doubtful, and then it may become needful to compare 
the sound produced by firmer percussion with that which results 
from a gentler tap. The finger used as a pleximeter to receive 
the stroke, should be level, and, when comparing different parts, 
should occupy as nearly as possible the same position with refer- 
ence to the ribs, whether parallel or transverse—upon the bone- 
or in the interspace. The information percussion conveys is de- 
rived from two sources: the resonance or clearness of the sound 
produced, and the sense of greater or less resistance to the finger ; 
and it is to be remembered that these vary, not only with the 
condition of the lung itself, but also with that of the parietes, 
being remarkably modified by the elasticity of the ribs. In order 
to obtain trustworthy results, it is essential to compare the sound 
produced at corresponding parts on either side; and also to con- 
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trast the difference between the upper and lower regions on one 
side with that on the other. 


Percussion indicates either that there is an excess of solid and fluid com- 
pared with gaseous contents or the contrary, as the sound is dull and dead 
and the resistance great, or the sound clear and resonant and the resistance 
slight; and these conditions may be either beyond what is consistent with 
perfect health under any circumstances, or merely different from that of the 
surrounding parts or the corresponding parts of the other side of the chest. 
It is quite true that various morbid states are associated with unusual sounds 
on percussion, which become sensible to an experienced ear; but, except in 
the extremes of tympanitic resonance and remarkable dulness, they are not 
such as can be well explained to the student, because there is no absolute 
standard from which their variations can be calculated. 

Percussion is not equally applicable over all parts of the chest. (1) In 
front its variations are readily perceived, but it is only over the upper third 
that the indications are of much value with reference to the lungs. In the 
middle third the heart on the left side prevents a correct comparison with the 
right ; and lower down, while enlargement of the liver may be the cause of 
dulness on the right side, distension of the stomach with gas may give rise to 
unusual resonance on the left. Applied over the region of the heart, it 
teaches us whether a larger"portion of lung-tissue than usual be displaced by 
disease of this organ, or, on the contrary, whether the lung have encroached 
on the ordinary space of precordial dulness. (2) At either side the upward 
pressure of the abdominal viscera tends to invalidate any results of percussion 
below, and those only are the trustworthy which are obtained from the region 
bordering on the axille; and even here stomach resonance in rare cases makes 
itself heard. (3) Over the back the thickness of the walls of the chest limits 
us in a very great measure to the inner border and lower angle of the scapula, 
as it requires considerable tact to make the difference perceptible even in the 
supra-spinal region, where, notwithstanding, it is much more readily applicable 
than upon or just below the spine of the scapula. In a downward and out- 
ward direction we are met by the same difficulties, which tend to invalidate 
the effects of percussion in front and on either side: for practical purposes, 
however, the information derived from the region on either side of the spine, 
pes scapule are drawn aside by the arms being crossed in front, is quite 
sufficient. 


c. Auscultation—In this term we include all the sounds pro- 
duced by the movement of the air; whether in ordinary breath- 
ing, in forced inspiration in the act of coughing, or in the rego- 
nance of the voice. We have to observe the sound caused by its 
simple motion backwards and forwards in the air-tubes and vesi- 
cles, to take note of the force with which the voice formed at the 
larynx is transmitted through the tissue of the lung, and to listen 
for anything unusual or abnormal, which we may call superadded 
sounds, 

. The vesicular murmur, as it is called, heard loudest and often 
only during inspiration, is that which characterizes healthy lune: 
it is distinguished from unhealthy breath-sounds of all kinds by 
its great softness, but in loudness and distinctness, perhaps, no 
two chests are exactly alike. The resonance of the voice also 
differs extremely in different persons, and even in different parts 
of the same lung in perfect health; in disease its chief value is 
derived from a want of correspondence between those in which 
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its intensity is usually equal. The characters of superadded 
sounds will be discussed in Chapter XIX. Knowledge on these 
points, while most essential to correct diagnosis, cannot be con- 
veyed by any written description; it can only be acquired by 
repeated examinations of the chest in health as well as in disease. 
Tbe student must in the first instance exercise much patience and 
attention, and especially not restrict himself, to persons laboring 
under some form of pulmonary disease. If on first applying his 
ear to the stethoscope he should hear nothing, he may cause the 
patient to inspire deeply, to talk, or to cough, when some sound . 
will be produced; and if that sound be peculiar, he ought to 
listen to it till it can be recollected and recognized again, and if 
possible he should get some more experienced auscultator to ex- 
plain it. By this means, in a wonderfully short time, he will 
find himself quite competent to say what is healthy and what 
unhealthy breathing, what is natural and what superadded sound. 


In the detailed treatises on auscultation descriptions of all possible sounds 
are given, and names are too often employed which have tended rather to 
perplex-than to instruct. The nomenclature has unfortunately been derived 
from the morbid condition with which the sounds have been supposed to be 
associated ; and in well-marked examples, no doubt, the name and the associa- 
tion are correct; but as it necessarily happens that such morbid states are 
not separated from each other by any distinct line of demarcation, and that 
the actual character of the sound cannot be very clearly defined, it seems 
unwise to employ a name which suggests a theory of disease, while prosecuting 
an inquiry which is only ultimately to lead to its discovery. It is better, 
therefore, to confine ourselves as much as possible to terms which convey 
ideas of sound rather than ideas of disease. 

Auscultation is best performed in front, by means of the stethoscope. Over 
the back the ear more readily takes cognizance of the condition of extensive 
tracts of lung-tissue, when applied directly, with only the intervention of a 
fold of linen; here the sounds have to pass through much thicker parietes, 
and therefore it is unwise still further to deaden them by the intervention of 
an instrument ; when it becomes important to localize a sound, the stethoscope 
may be used. 

In conditions of disease we meet with modifications of the breath and 
voice-sounds, and with superaddedsounds. There can be no absolute standard 
of health to which the breath or voice-sound can be at all times referred ; 
and hence, as in percussion, our judgment in regard to them must be in great 
measure formed by comparison of different parts of the same chest. The 
student must place no reliance on what he may consider deviations from the 
ideal standard, but confine himself to discovering a want of consistency 
between the two sides, and it will often require the exercise of his clearest 
judgment and most correct reasoning to deduce from this want of consistency 
the exact nature of the deviation. It is to be observed that difference in the 
intensity of the voice-sound is most liable to mislead, and is least to be relied 
on as indicating the condition of the lungs; difference in the loudness and 
quality of breath-sound affords more direct and more satisfactory evidence ; 
difference in the resonance on percussion is unmistakable proof of different 
degrees of density of the lung, if the parietes be free from disease, while 
superadded sound is of necessity connected with something abnormal ; and 
we have only to determine what that sound exactly is, and what physical 
elements can give rise to it. The combination of the evidence derived from 
these sources, with the history of the case, and the other symptoms of disease, 
forms the basis upon which our judgment concerning the pathological condition 
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of the lungs ought to rest; it is most important to remember that no one of 
these facts, taken singly, is sufficient to warrant any deduction regarding its 
nature; and that the larger the number of facts which coincide, the more 
will this deduction partake of the nature of certainty. 

The loudness of these sounds in the same individual, at different periods, 
or at different parts of the chest, depends on three circumstances—the size 
and form of the spaces over which we listen, the force with which the air 
moves or the voice is produced, and the power of conducting sound possessed 
by the superficial parts. We may exclude the second of those, as being in 
great measure under our control, with this remark, that now and then it hap- 
pens that over an entire lung the breathing may be unnaturally loud in conse- 
quence of its having a vicarious duty to perform in supplying the defect of 
its fellow; the air simply moves faster and more freely—its sound is exagge- 
rated, and not otherwise changed. In regard to the size and form of the 
opens over which we listen, it must be remembered that not only are these 
changed by disease, increased or diminished in size, but at any given spot we 
encounter vesicles, small bronchi, and large bronchi, at different depths from 
the surface; and that if the breathing in the vesicles be stopped, we shall 
hear the sounds in the larger spaces more or less loudly, according to the 
conducting power of the lung-tissue and the degree of noise the air produces 
in them. For example, consolidation will produce all of these effects in vary- 
ing degrees : 1st, it gives rise to more or less difference in percussion resonance ; 
2d, it impedes or suppresses vesicular breathing ; 3d, it increases the conduct- 
ing power of the tissue; 4th, it makes the large tubes more rigid, and the 
breath-sound in them more noisy. Or, again, unnatural spaces or cavities, of 
varying size, existing along with more or less of consolidation, will give rise 
to a similar series of phenomena. On-the other hand, unusual expansion of 
the lung, while it causes a stoppage of the vesicular breathing, is attended 
with opposite effects in increase of resonance, in diminution of the conducting 
power, and in lessening the noise of movement in the large tubes. Two fur- 
ther considerations must be borne in mind with relation to these charges in 
the breath and voice-sounds—viz., that the rhythm and quality of the breathing 
(the ratio of the inspiration to the expiration, and the softness or harshness 
of the breathing) vary with different sizes and forms of spaces, and conse- 
quently become the measure of their capacity; while, by the power of the 
voice, we are best able to judge of the quality of the superficial structures as 
a medium for conducting sound, and consequently, of their degree of solidity. 
By some it has been alleged that when the tubes or parietes of a cavity are 
more rigid, the air is more easily thrown into sonorous vibrations, and that 
this cause is more powerful in producing vocal resonance than the sound-con- 
dueting property; the conclusion is the same in either case. Some allowance, 
however, is to be made for the size of the space, and it would appear to have 
something to do with the intensity of the vocal vibration of the air. 

Superadded sounds have reference to the presence of some extraneous 
matter which, in consequence of the movement of the air, or that of the lung- 
tissue, gives rise to sounds which have no resemblance at all to those pro- 
duced by healthy breathing. They may be caused by the two surfaces of the 
— on each other with a rubbing sound, or by consolidation of the 

ung giving rise to crackling noises as it expands when air enters, or by air 
coming into contaet with fluid, whether serous, purulent, or inspissated; and 
the sound in each of these cases may give very direct evidence of the physical 
facts which combine for its production; but-standing alone as a symptom of 
disease, it would be of comparatively small value in determining the condition 
of the patient. 
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CHAPTER XVIII. 


MODIFICATIONS OF NORMAL BREATH AND VOICE-SOUNDS, AND OF 
‘ PERCUSSION RESONANCE, 


Div. 1—The Clavicular Region—§ 1. Breath and Voice-sounds 
with Dulness under one Clavicle—§ 2, with Hacessive Resonance 
—§ 8, with Difference on Percussion slightly marked—& 4, with 
no perceptible Difference. 

Div. Il—The Posterior and Lateral Regions—§ 1. Breath and 
Voice-sounds, with Dulness on one Side—§ 2, with Huxcessive 
Fiesonance—§ 8, with Difference on Percussion slightly marked— 
§ 4, with no perceptible Difference. 

SumMMARY.—§ 1. Condensation of Lung-tissue—Carnification— 
Hepatization—Tuberculization—§ 2. Hapansion of Lung-tissue 
—Hinphysema—§ 8. Condition of Pleura. 


WE now proceed to consider the method in which auscultation 
and percussion are to be applied in endeavoring to ascertain the 
physical condition of the lungs; and in this chapter we shall con- 
fine our attention to the modifications of breath and voice-sounds 
and percussion resonance, comparing each with the other as we 
go along, and leaving for the present out of consideration any 
sounds which may be superadded. It is true that in practice we 
shall not often find them so disjoined, but in order to arrive at 
logical conclusions from the premises submitted to us, it is abso- 
lutely necessary to compare the two simpler classes of phenomena 
together before taking into account the third and more complex 
series: it will also have the advantage of preventing the student 
from acquiring the pernicious habit of trusting to any sign as 
pathognomonic of a certain form of disease—an error which super- 
added sound is much more liable to produce than mere modifica- 
tions of natural sounds. : 


Division —Tue Cuavicunar REGIoN.: 


The evidence derived from this region is by far the most valua- 
ble portion of that which serves to indicate disease of the upper 
lobe; changes of structure seldom exist on its posterior aspect of 
sufficient amount to give rise to distinct auscultatory phenomena 
through the scapula, without also causing perceptible change in 
front; corroborative signs are generally found behind, and, pos- 
sibly, disease which seems of small extent when we examine in. 
front, is far advanced in the scapular region. Still the first and 


° 
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the most correct knowledge of its existence usually comes from 
the clavicular region, and it is a good rule that it should be the 
first examined. 


§ 1. Percussion notes a marked difference between the two 
sides of the chest, and one has a dull, dead resonance, with a sense 
of resistance. 

A. The breathing is louder on the duller side; there is a very 
evident prolongation of the expiratory murmur; it has acquired 
an unnatural harshness, and a blowing sound; the voice-sound is 
also louder, and probably changed in character, as compared with 
the other side of the chest. There can be no doubt that the dis- 
ease is on the duller side, and of some form associated with con- 
solidation. In this region we meet with tubercular deposit, fibrin- 
ous deposit, and retraction of the lung, consequent on effusion 
into the cavity of the pleura. 

B. The breathing is weaker on the duller side. 

a. It is entirely superseded by superadded sound; the voice- 
sound is loud and harsh; the sound of the breathing is manifestly 
obstructed by some extraneous fluid mixed with the air contained 
in the lung, and in addition to this we feel sure, from the dead- 
ness of the percussion-stroke and the loudness of the voice, that 
there is some form of consolidation present, generally the tuber- 
cular. (See next Chapter, Div. L, § 1, a.) 

b. The dulness and deadness of the percussion-stroke are most 
complete, and are evidently not confined to the clavicular region, 
but extend throughout every part of the chest on the affected side; 
the rhythm of the breathing, if any can be heard at all; is altered 
by disproportionate length of the expiration, and the voice-sound 
has a loud ringing character. The chest is probably full of fluid - 
on that side, but the existence of this condition is to be decided 
from a consideration of the signs appertaining to the remainder 
of the chest. 

ce. The sound on percussion varies according to the force of the 
stroke; a gentle tap brings out imperfect superficial resonance, a 
firmer stroke distinct and decided dulness; the breathing is weak, 
and not otherwise altered in rhythm or quality ; but in addition to 
the vesicular murmur, there may be heard a sound of distant 
blowing. This would point out some solid mass occupying a 
central position with reference to the lung. 

d. There is local swelling under the clavicle, and the breath- 
ing is entirely suppressed. Here we have no doubt of the exist- 
ence of tumor, aneurism, or solid growth, as the case may be. 


§ 2. Percussion notes a decided difference with exaggeration 
of resonance on one side of the chest. 

A. The breathing is louder on the more resonant side. 

a. The percussion sound is tympanitic, while there is a sensa- 
tion of wooden resistance to the stroke; the breath-sound is heard 
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as if one were blowing into a large empty jar; the voice-sound has 
the same character, called amphoric. These signs may be caused 
either by air in the pleura (pneumothorax), with an opening com- 
municating between the lung and the pleural sac, somewhere 
near the clavicle, or by a cavity of very large size; in the one 
case the tyrnpanitic resonance is general, in the other local. 

b. The percussion-sound is less distinctly tympanitic, and there 
is no resistance; the breath-sound has a blowing character; the 
voice-sound is ringing. This condition is often met with in the 
first stage of pleuritic effusion; its true nature is only revealed by 
exploring the remainder of the chest. 

B. The breathing is weaker on the more resonant side, or ab- 
sent. — 

a. The resonance is not tympanitic, but is remarkably clear, 
with great elasticity; if any breathing be audible, it generally 
consists of a long, distant, blowing, expiratory sound; there is ro 
voice-sound. Here we have decidedly emphysema of the upper 
lobe of the affected side. 

b. The resonance is tympanitic, and at the same time clear; 
the breath-sound is simply weak and distant, its rhythm not ne- 
cessarily altered; the voice-sound varies. Such is the effect 
produced by a small portion of air confined in the pleura; a.rare 
circumstance which sometimes follows on paracentesis, and has 
even been alleged to be the result of spontaneous development. 

c. In some cases of pneumothorax, while the percussion reso- 
nance is tympanitic with a wooden tone, the amphoric breath and 
voice-sounds may not be heard, or only heard at a distance; either 
because the opening is temporarily closed, or is situated at some 
other part of the lung; these cases can only be rightly judged of 
by comparison with the remainder of the chest. 


§ 8. There is little difference on percussion, and no resistance 
on either side. | Z 

A. The breathing is loudest on the duller side. 

a. Its rhythm is altered, the expiratory sound is especially pro- 
longed, loud, and harsh; the voice-sound is also louder than on 
the more resonant side, which seems to approximate to the healthy 
standard. We have here a less marked form of consolidation ; 
most probably, from its situation, tubercular, but possibly due to 
other causes. cits 

b. Its rhythm is natural. On the opposite side the inspiratory 
sound is deficient, and the expiratory sound is prolonged, but 
without any degree of harshness, any change in quality being 
rather indicated by softness and weakness; the voice-sound is 
louder on the duller side, but not exaggerated, while on the other 


- it is weak or almost absent. This is sufficient to prove that the 


disease is on the more resonant side, and that the condition is one 
of dilatation. 
15 
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B. The breathing is weakest on the duller side. Its rhythm is 
altered, it has a wavy or jerking character, and the expiration is 
prolonged; the voice-sound, in contrast to the preceding case, 
comes out much more loudly on that side on which the breathing 
is deficient. The condition is one of commencing consolidation. 


§ 4. Percussion fails in detecting any difference between the 
two sides of the chest. 

A. Both lungs may be in their natural condition at this part; 
the ratio of the inspiration and expiration corresponds on either 
side, as well as the loudness of the voice-sound, and ali comes 
within the limits of health. 

B. The resonance on both sides may be exaggerated; the chest 
remarkably rounded and resilient, and moving very little in 
respiration; the upper ribs not descending as far as they ought 
in expiration, while in inspiration the lower ribs are usually 
drawn inwards; the inspiratory sound is short and deficient, and 
the expiratory prolonged and distant; the voice-sound more or 
less abolished, as the disease affects chiefly the upper or lower 
part of the lung. Such are the physical characters of emphysema 
affecting both lungs. 

c. Both sides may be duller on percussion than in health. 

a. The deficient resonance may depend upon loss of elasticity 
of the ribs, and the breathing may still be natural and equal on 
both sides, or it may have undergone some modification and be 
accompanied by superadded sounds. The probability of such an 
explanation being correct must be judged of by the age of the 
patient; the exact condition of the lung can only be determined 
by the nature of the superadded sounds. 

b. The dulness may be caused by consolidation, and the charac- 
ters of the breath -and voice-sounds are necessarily changed. 
When the disease is so decided that the dulness is quite unques- 
tionable, I believe it is never equal on both sides; the condition 
of that side on which it is most advanced will correspond to one 
of the first divisions in § 1, when other morbid sounds rarely fail 
to give indications of disease: when the dulness is slight, the prin- 
ciples of diagnosis are the same as in the next subdivision. 

p. A slight difference may exist, but the ear may fail to detect 
it. On comparison of corresponding portions of the two lungs, 
somewhere or other a difference in rhythm or quality of breath- 
sound and in the intensity of the voice-sound is distinguished by 
auscultation ; and we will suppose that no corresponding changes 
are discovered in an examination of the rest of the chest. Fortu- 
nately, there is very generally some superadded sound to guide 
our determination ; but when absent we have to decide what cir- 
cumstances justify us in assuming the existence of disease in the 
upper lobes. The question is a weighty one, because here it is 
that tubercle is generally first deposited; but we must not forget 
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that general symptoms indicating the possibility ought to be 
present to justify the assumption. Reverting to § 8, and imagining 
the difference on percussion to be so slight as to be overlooked, 
we find that there may be local emphysema. or consolidation, and 
that in either case the expiration may be prolonged,*but that the 
inspiration in emphysema tends to softness, in consolidation to 
harshness; further, that if the-voice-sound differ, it is weaker with 
the prolonged expiration of emphysema, louder with the prolonged 
expiration of consolidation, than at the corresponding portion of 
the opposite lung. One important fact simplifies the inquiry very 
much: it is this, that if there be no superadded sound in emphy- 
sema, we shall have little or no cough, and no general symptoms: 
we have therefore only to decide what difference in the results of 
auscultation is sufficient to determine that the general symptoms 
are due to commencing consolidation. (1)The most certain indi- 
cation is when on one side the inspiration is shorter and the ex- 
piration longer than on the other. (2) The next in order of dis- 
tinctness is when the inspiratory sound is wavy or jerking while 
it is eyen and continuous on the opposite side. (3) When both 
sounds are longer and louder on one side, the indication is only 
trustworthy if they be also harsh and unnatural there; or, when 
this exaggeration 1s confined to the left side, for on the right side 
they are often louder in perfect health. (4) Expiration heard 
only on one side when no other change is observed, is a suspicious 
sign. (5) Inspiration heard louder on the left side is also suspi- 
cious. (6) The voice-sound heard louder on the left side along 
‘with any of the changes just mentioned is more to be regarded 
_ than when heard louder on the right. 


When a difference is established by percussion, it is evident that the lungs 
are in different states, and yet neither may be absolutely healthy; the same 
condition may have commenced in one which is advanced in the other. Con- 
siderable experience may be requisite to justify the assertion that both are 
diseased, but the conclusion may be a correct one, with very imperfect know- 
ledge in the cases referred to in @ 1, that there is consolidation on the duller 
side. The dulness is absolute as well as relative; the breath-sound is changed 
in rhythm and quality as well as louder, when not obscured by superadded 
sounds, and the voice-sound points to the same conclusion. : 

But let us be very careful how we take the next step and determine what 
that consolidation is. It is of the utmost importance to leave the mind as 
much unbiassed as possible by the facts elicited by percussion and auscultation 
in the clavicular region, because the conclusion must rest quite as much upon 
the history of the case, and upon the evidence derived from other regions of 
the chest; and till these are compared together we are not in a position to 
form any opinion whether the cause of consolidation be tubercles, pneumonia, 
or pleurisy. : a : 
~ No distinction has been here made between the varieties of blowing sounds, 
whether diffuse or tubular, bronchial or cavernous. In so far as these names 
express conditions of lung they are objectionable, and in so far as they express 
differences of sound they may be of value to us afterwards in deciding what is 
the actual cause of the consolidation; but at present it is quite immaterial to 
our inquiry whether the sound be formed in a large bronchus or in a vomica. 
The difference is one of degree, not of kind, and the fact is simply that a 
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blowing sound is heard on that side which is dull on percussion, and we de- 
termine that these two circumstances taken together prove the existence of 
consolidation. 

Dulness on percussion would seem to be opposed to the idea of the lung 
being hollowed out by cavities : and the conclusion would appear to be not 
unnatural, that when the breathing is louder from this cause, the resonance 
on percussion ought to be greater than on the opposite side. Such, however, 
is not usually the case, and it is only to be observed when a large cavity exists 
near the surface : the percussion sound then presents the characters of wooden 
hollowness (of this kind is the cracked-pot sound) ; and an expert auscultator 
can by percussion alone feel pretty certain regarding the causes of such dif- 
ferences: the student must be content at first with the broad distinctions of 
increased and diminished resonance and resistance. The long blowing breath- 
sound heard with a tumor on one side of the chest, is to be accounted for by 
its pressing on some large bronchus: on careful auscultation it will be noticed 
that this sound is heard in addition to, not instead of, the vesicular breathing ; 
the latter, however, is weaker than on the healthy side. 

When remarkable resonance is heard, as referred to in 2 2, it is to be noted 
first whether this be general or local; and next whether the sound represent 
merely a great exaggeration of the natural sound with complete resiliency, or 
have acquired any peculiar or tympanitic tone, and whether it be accompanied 
by a sense of resistance: the examination of the posterior part of the chest 
will readily clear up any doubt between a large cavity and a condition of 
pneumothorax ; it will equally answer the question as to the presence of 
fluid in the pleura and of emphysema in the marked form to which this section 
refers: the possible contingency of a small portion of air occupying the upper 
part of the pleura is best solved by the history of the case. It is very rarely 
met with except after the operation of paracentesis; but it probably does 
sometimes. occur from spontaneous decomposition of the purulent fluid of 
empyema. 

The cases ranged under 2 3 are those most likely to be confounded together 
by a learner: his ear is sufficiently educated to know that there is a difference 
on percussion, but he may mistake the sharpness of the tone of slight con- 
solidation for an increase of resonance. It is a good plan to compare not only 
the opposite sides of the chest, but also the upper and lower parts of the same - 
side, when it will at once be perceived that there is a greater difference between 
the resonance above and below on the duller side than on the more resonant 
one: for this indication to be conclusive, the chest must be symmetrical. 
Still, the fact does not determine which lung is the seat of disease, and the 
first impression is very probably that it must be on the duller side, when in 
reality it is perhaps on the more resonant one. The safest course to pursue 
in all possible cases of doubt is to compare the whole auscultatory pheno- 
mena, not only as heard at corresponding portions of opposite lungs, but as 
heard in different parts of the same one: we may conclude with pretty great 
certainty that if under either clavicle they deviate much from their general 
character throughout the rest of the chest, there disease of some sort exists : 
and whether that be of the form of consolidation or of dilatation is to be re- 
solved by the fact that comparative dulness and increased voice-sound (which 
always to a certain extent go together) are found on the healthy side when 
the disease is emphysema, on the diseased side when it is tubercular. The 
presence of a dilated bronchus in the emphysematous lung, causing blowing 
breath-sound, cannot so readily mislead us in-this as in the following section 
where the result of percussion is negative : in this case the absence of dulness 
or want of resiliency should be sufficient to guard against error. 

There is one source of fallacy which must be avoided. When emphysema 
exists to a considerable extent throughout the chest, and has been accom- 
panied by repeated attacks of bronchitis, it frequently happens that all the 
tubes are to a certain extent rigid and dilated. Now, if the emphysema be 
chiefly of the lower lobes, and one of the upper lobes be less affected than 
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the other, the breathing may be almost entirely suspended throughout the 
chest. while the dilated bronchi of the least diseased structure give rise to 
sounds under one clavicle which have the character of being produced in 
larger spaces, and not in the vesicles; and on this side there is by comparison 
dulness on percussion. How do we know that this is not a case of consolida- 
tion? Simply by considering the condition of the rest of the lung : we may 
be tolerably certain that, in extensive emphysema, the existence of tubercular 
or other consolidation is not to be looked for. 

The cases comprised under @ 4 demand a little more consideration, because 
the information derived from percussion is unsatisfactory ; and the last series 
represents a most important class of cases—early phthisis, in which no infor- 
mation can be obtained from the rest of the chest; superadded sounds, too, 
are often wanting ; and unless we can establish a distinct relation between 
general symptoms and auscultatory phenomena, our judgment must be held 
in suspense. 

’ In health there is no great difference in: the intensity of the breath and 
voice-sounds under each clavicle in the same individual; except that they are 
very slightly more intense on the right side than on the left. Scarcely any 
two individuals present sounds exactly alike, and what would be the effect of 
disease were it heard in one, is the normal condition in another. But though 
these limits of health have a very wide range, they have reference to a certain 
standard with which the student cannot too early make himself thoroughly 
familiar ; and when in any particular case he finds the clavicular region on 
each’Side- alike deviating from it, he must institute a comparison with the 
other parts of the chest. 

A patient does not generally seek for relief from symptoms of emphysema 
alone; it is a permanent condition of ill health which has been the growth of 
years, and has been increased by every cold; and it is only when bronchitis is 
superadded that he thinks of asking for medical advice. The sounds of bron- 
chitis are then heard in addition, and hence it often happens with inexperi- 
enced auscultators that the mingled sounds of the mixed diseases are taken 
as those of emphysema itself, and the possibility of emphysema without bron- 
chitis is forgotten. 

When partial dulness exists on both sides, from mere loss of resiliency of 
the ribs, the main source of error is the existence of a dilated bronchus. An 
elderly person who has long suffered from chronic bronchitis presents very 
often rather a flattened chest; the loss of elasticity in the ribs causes resist- 
ance in percussion, and tends to give the stroke a dull sound; the large tubes 
become thickened and dilated, with loss of elasticity; the vesicles do not 
expand and contract with their usual freedom, may be closed by thickened 
mucous membrane, or, when superadded sounds are present, by inspissated 
mucus: under such circumstances, just as happens in emphysema, blowing 
breath-sound both with inspiration and expiration may be present, with locally 
increased voice-sound; and inasmuch as the alteration in condition and espe- 
cially in form of these tubes is unequal, the changes detected by auscultation 
are also unequal. When, in addition to this, the signs of general bronchitis 
are present, it becomes almost impossible to determine whether at the apex 
there may not be either tubercular consolidation or a number of small cavities, 
or whether there be only dilated bronchial tubes: and the final decision must 
rest more on correlative signs and-symptoms than on those of percussion and 
auscultation ; and we shall have not unfrequently to wait till the general bron- 
chitis be gone, before pronouncing a decided opinion. Should the case then 
be submitted to a fresh examination, and nothing remain but the ill-defined 
dulness on percussion, and a diffuse blowing-sound of expiration nearly equal 
on both sides, without the local distinctness of amphoric breath and voice- 
sounds, we may conclude with great confidence that there never has been any 
tubercle. at aaa : 

It rarely happens that consolidation is equally advanced in both lungs, and 
an expert auscultator can generally detect a difference in shade between the 
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dulness of the two sides; but I must confess that I have seen serious mistakes 
made in attempting to determine by percussion alone which of the two was 
the most solidified lung. a, *3 : 

From the advanced stage in which the dulness on percussion is unquestion- 
able, it gradually passes, in cases of tubercular deposit, into that in which 
percussion fails in detecting consolidation at all: our means of appreciation 
are not sufficiently accurate, and the two sides of the chest are not even im 
health shaped exactly alike; while the difficulty of course is increased when 
the deposit is deep-seated, and healthy, or nearly healthy structure intervenes 
between it and the parictes. But when auscultation is taken along with per- 
cussion, the difference between the two sides becomes more apparent, and the 
existence of morbid structure is proved by the changes in rhythm and quality 
of breathing and loudness of voice, as well as by the superadded sounds, which 
not only differ from what is heard in the rest of the chest, but are also unequal 
on its opposite sides. The expiration is always more audible and somewhat 
prolonged, while the inspiration is sometimes loud and harsh, sometimes weak 
and defective: the exaggerated voice-sound, in the latter instance, forming a 
most striking and trustworthy contrast. 

Assuming that a difference on percussion is not clearly made out, super- 
added sound may at once determine that local change of some sort has passed 
upon one lung; but in its absence, or for further confirmation of its cause 
when present, we compare carefully by auscultation corresponding portions 
of either lung. It may happen that on one side the breathing is stopped by a 
plug of mucus in one of the tubes: this may be removed by causing the patient 
to cough and dislodge the obstruction. In doubtful cases the act of coughing 
is of use in other ways, by changing the character of superadded sounds, and 
also by causing the patient to take a deeper inspiration than we can get him 
to do by ordinary means. 

Such a slight condition of emphysema as may possibly exist with no relative 
difference in percussion resonance, is of no practical value, except as it modi- 
fies the superadded sounds of bronchitis when any such are present; our chief 
concern is to be able to detect with some degree of certainty the early deposit 
of tubercle. Rational diagnosis alike seeks to avoid forming hasty conclusions 
from insufficient premises, and neglecting evidences which, however slight, are 
of real import; and with this view the indications of early deposit have been 
ranged in the last subdivision of this section pretty nearly in the order of their 
importance. It is to be remembered that alteration of rhythm, or quality of 
breath-sound, is much more important than mere loudness or distinctness, and 
that naturally both the breathing and the voice are louder on the right side 
of the chest than the left. 

A word must be said of other phenomena as evidence of consolidation, 
which are derived, not from the lungs themselves, but from the sounds pro- 
duced in the heart and arteries, which are transmitted through the lung. 
When the heart-sounds are heard more loudly at the right apex than at the 
left, or a blowing arterial murmur is heard in the subclavian artery, generally 
on the left side, there is reason to suspect consolidation ; but both are unques- 
tionably only of value as confirmatory of other signs. 


Such isa general outline of the evidence as to the condition of 
the lungs derived from the combination of percussion resonance 
and alterations in the breath and voice-sounds in the clavicular 
region. Many of the more obscure points require for their elu- 
cidation an examination of the other parts of the chest, and in 
all cases a diagnosis must never be attempted without making it; 
the superadded sounds have yet to be considered, and my object 
has been to place the changes already spoken of in such a simple 
point of view as to lead the student by logical analysis to form 
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for himself a correct opinion of the state of the patient. For 
this reason many of the more delicate modifications which find 
place in elaborate works on auscultation and percussion have been 
purposely omitted; to a practised ear such varieties may all be 
sufficiently intelligible, as indicating peculiar conditions of the 
subjacent tissue; to the student they are only productive of con- 
fusion. Let us never for a moment forget, that these investiga- 
tions, as aids to diagnosis, ought not to serve as an opportunity 
for a parade of skill on the part of the observer, but are to be 
instituted solely for the better determining the form of disease 
under which the patient labors. At the same time the student 
ought not to be deterred from making himself acquainted with 
all the more complex phenomena of auscultation; for in this, as 
in all other branches of knowledge, the man who is most familiar 
with the more abstruse facts will most readily appreciate the 
simpler ones; and the evils that have resulted from paying too 
great attention to physical diagnosis have arisen quite as much 
from imperfect knowledge of the facts it discloses, as from dis- 
regard to symptoms derived from other sources. In the exercise 
of a sound judgment, and with the view simply of ascertaining 
the condition of disease, and its most appropriate treatment, a 
practised ear will be of essential service; in following the paltry 
object of a display of skill in determining the exact-condition of 
an obscure case, the most dextrous is constantly misled ; I would 
even add that the self-satisfying curiosity which seeks to investi- 
gate all the morbid phenomena with reference only to post-mor- 
tem appearances is a less estimable quality than that which, while 
satisfied with a more limited knowledge, has its sole aim in alle- 
viating suffering and curing disease. 


Division IJ.—THxE PosteRIoR AND LATERAL REGIONS OF 
THE CHEST, 


In comparing together the amount of percussion resonance 
and the modification of breath and voice-sounds, we find ourselves 
much limited by the various circumstances already mentioned as 

‘interfering with the application of percussion at the lower por- 
tions of the chest, and the indistinctness of its results upon the 
seapula; but here we have fortunately to deal less with disease 
of small amount and limited extent, more with general conditions 
of whole lobes, or the entire side of the chest. The breathing 
differs in intensity most materially in different patients, and the 
student should first endeavor to catch the sound about the inner 
edge and angle of the scapula on the healthy side, if he suspect 
one to be diseased; then to compare this with the other; from 
thence he may trace it upwards and downwards, and to either 
side, listening at the same time to the sound of the voice. It is 
a good plan to get the patient to talk continuously on some sub- 
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ject; because, not only is the voice thus heard, but at the end of 
each sentence a deeper inspiration is made, which thus becomes 
audible, when, as sometimes happens, the natural murmur 1s so 
weak as scarcely to be heard at all: practically, I think this plan 
more convenient than causing him to count one, two, three, &c., 
as many auscultators do; the latter gives more equal intensity to 
the sound of the voice than general conversation, but minute dif- 
ferences in vocal resonance are not of much value; it is important, 
however, in all cases to hear the natural respiration if possible, 
without the intermixture of the sound of the voice. 


§ 1. Percussion elicits a marked difference in resonance between 
the two sides, with much resistance on the duller side. 

A. There is no breathing at all to be heard at the base of the 
lung, on the dull side; at a higher level, varying in different 
cases, it first becomes audible; and at the upper part prolonged 
expiration is heard louder on the dull side posteriorly just as it 
is in the clavicular region (Div. I, § 1, A): the voice-sound is 
exaggerated and ringing at the upper part, and at one particular 
elevation it has a peculiar tremor and shakiness, which has re- 
ceived the name of egophony. These circumstances indicate 
that the absence of breath-sound is caused by the effusion of fluid 
and consequent compression of the lung. 

B. The breath-sound is nowhere wholly inaudible, or at all 
events is heard so low down that there must be a doubt whether 
it be anywhere abolished; it has a blowing sound, and is harsh 
and distinct, the expiration being especially prolonged; the voice- 
sound is heard low down. in the chest, with a ringing, brassy 
quality, which is constantly taken for egophony, but it is diffuse 
and nowhere exhibits the true characteristic vibration of that 
sound, It is to be observed that the marked dulness and resist- 
ance are more than consolidation alone could produce, and yet 
the characters of the voice and breath-sound are such as have 
been already mentioned as indicative of increased conducting 
power of lung-tissue by which the sounds produced in the larger 
tubes are conveyed to the ear; it is, therefore, reasonable to con- 
AeA that there is effusion of fluid along with consolidation of 

ung. 

c. In chronic cases, the breath-sound may be nowhere inau- 
dible, with considerable dulness on one side, when the want of 
resonance is caused by a thickened pleura after an attack of 
pleurisy has subsided. It is chiefly marked by the extent of 
surface over which the dulness is traceable, while the breathing 
is pretty uniform thronghout. When the subjacent lung is 
healthy, the breath-sound is only weaker than that of the oppo- 
site side; when other signs of disease are present, it may be a 
cause of considerable obscurity. . 
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D. The percussion sound is superficially somewhat resonant, 
but very distinct dulness is observed when the stroke is firm and 
forcible; the breath and voice-sounds are not much changed, ex- 
cept that the vesicular breathing is generally weak on the affected 
side, and is combined with a sound of distant blowing. The phe- 
nomena are the same as those referred to in the clavicular region 
(Div. I, § 1, B, c); and the diagnosis of deep-seated tumor, so far 
as auscultation is concerned, really rests simply on such a state 
of things being found pretty generally throughout one lung. 


§ 2. Percussion indicates a marked difference between the two 
sides of the chest, one of them being unusually resonant. 

A. The breathing is heard with a loud, blowing, amphoric 
sound; the voice has a similar character; the percussion reso- 
nance, while tympanitic, has commonly a hard wooden tone: 
these are the characteristics of pneumothorax. 

B. The breathing may be inaudible while the other characters 
remain the same. ‘These, like the corresponding cases in the cla- 
vicular region, are also produced by the presence of air in the 
pleura;-and it is when the evidence obtained from the posterior 
and lateral regions is analogous to that of the clavicular region, 
that we can alone determine its existence with certainty when the 
amphoric breath and voice-sound are not heard. * 

c. Very rarely do we find the clear elastic resonance of emphy- 
sema on one side contrasting very strikingly with the percussion 
stroke on the other; most commonly the affection extends to both 
lungs; the inspiration is generally inaudible, and the expiration 
characterized by one or other of the signs of bronchitis, or heard 
as a distant blowing sound; the voice-sound is less distinct than 
usual. 


§ 8. The dulness on percussion being less marked— 

A. The expiration is prolonged, and the voice-sound exagge- 
rated where the dulness is observed, just as we have already 
mentioned in similar consolidation under the clavicle. 

B. A slight amount of emphysema of one lung produces effects 
similar to those mentioned in Div. I.; louder breath and voice- 
sound on the duller side, without any character of harshness or 
alteration of rhythm; prolonged expiration is rather to be heard 
on the more resonant side; but, except it be accompanied by 
some form of superadded sound, this condition is not one of any 
importance. - Zz 

c. In inflammation attended with pain, the motion of the ribs 
is interfered with, and there is slight dulness and want of breath- 
ing, while the voice is generally exaggerated; if a forced inspi- 
ration be taken we perhaps obtain the friction-sound of pleurisy 
or the crackling of pneumonia. 

p. The breathing is sometimes weaker on one side below; as 
we ascend, it becomes more audible, but is harsh and unnatural, 


a 
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and above, loud blowing breath-sound is heard more distinctly at 
one apex than the other; the voice is always unnaturally loud. 
Both lungs are, in truth, partially affected, but in one the signs 
of disease are much more evident: this is the usual condition in 
acute tuberculosis; it is always accompanied by corresponding 
changes in the clavicular region. 


§. 4. No difference is anywhere detected on percussion between 
the two sides. 

A. The resonance may be natural. 

a. The indications of disease derived from auscultation are 
limited to the apex, where they confirm the conclusions already 
arrived at in examining the clavicular region. A delicate ear 
may make out dulness in the supra-scapular fossa; but cases con- 
tinually present themselves in which it is not possible for the 
majority of persons to do so. 

b. On one or both sides the superadded sound of mucus in the 
smaller bronchi may be heard, when there is no change whatever 
in the density of the lung; this commonly happens in bronchitis. 

B. Both sides may be unusually resonant; the chest full and 
rounded, the scapulee far apart, and little movement comparatively 
observed in breathing; the breath and voice-sounds are both 
weak, or almost null, perhaps some distant blowing expiration is 
audible; very commonly superadded sounds are detected. If 
similar circumstances have pointed to emphysema in the clavi- 
cular region, the diagnosis becomes certain. 

c. Both sides may be somewhat duller than natural; rarely, 
indeed, equally so on both sides, but still such as not to be very 
distinctly different. This may occur in cedema of the lungs, 
double pneumonia, and general tuberculosis; a difference in per- 
cussion resonance is least perceptible in the first of these aftec- 
tions and greatest in the last, in which over the scapula and under 
the clavicle, it can almost always be made out; when the lungs 
are oedematous, the superadded sounds leave us in no kind of 
doubt; in pneumonia the dulness can often be determined by 
percussion in the axillary region when it cannot be made out 
posteriorly. In any of these cases the presence of superadded 
sound, or a contrast between the loudness and rhythm of the 
breathing, suffice to prove that there is something wrong, and we 
must assume that they in reality belong to the next class. 

D. The difference on percussion is not observed. This does 
not form such an important class as it did in Div. I., because the 
early detection of insidious disease can seldom be accomplished 
except in the clavicular region. With reference to changes in 
the breath and voice-sounds, when we cannot make out any dif. 
ference on percussion, it is to be remembered (1) that at the upper 
part of the chest behind, too much importance must not be as- 
signed to them, when they seem to be normal in the clavicular 
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region, because of the distribution of the large tubes towards the 
back of the lungs: (2) that at the lower part of the chest the voice- 
sound is of comparatively little value, because of the distance 
from the larynx: but in deep-seated pneumonia this is sometimes 
the only sign we obtain confirmatory of the evidence of general 
symptoms: (3) the mere weakening of breath-sound by emphy- 
sema, when increased resonance is not perceived, is of very slight 
moment, except in so far as it accounts for bronchitis being limited 
to one side of the chest: it is also to be borne in mind as afford- 

_ ing an explanation of deficient respiration; because (4) in pleurisy, 
before dulness can exist, the breathing is suppressed, and the dis- 
tinction between the two depends chiefly on the history, and the 
presence or absence of pain and fever. 


Of the cases mentioned under 2 1, it is to be remarked that no condition of 
lung gives such a dull, dead percussion sound, with manifest resistance, as 
that which is due to pleuritic effusion; the multiplying of evidences of its 
existence is therefore unnecessary, but its amount may be judged of by the 
bulging, more or less, of the intercostal spaces, the lateral displacement of 
the heart, the space over which breathing can be heard, and the downward 
displacement of the abdominal viscera. 

The term egophony is one of the opprobria of auscultation ; and yet it has 
become so consecrated by use, that it is difficult to see how it can be got rid 
of: the name conveys no idea of the sound, and is so completely associated 
in the mind with the thought of pleuritic effusion, that it cannot be applied 
without suggesting a theory of the nature of the disease; it is therefore quite 
as objectionable as any other word which more explicitly asserts the condition 
of the lung (e. g., cavernous). It is quite true that when the sound has been 
fully learnt, it will be recognized in its perfect form, under no other circum- 
stances; but the resonance of the voice is most commonly increased when 
there is dulness on percussion, and often acquires a ringing or even a shaky. 
quality, which closely resembles egophony, and is constantly mistaken for it. 
In using the term it must be limited to those cases only in which, over a small 
extent of lung surface, a hollow, squeaking, tremulous voice-sound is heard, 
which above and below passes into something else. 

Sometimes, in consequence of the lung being fastened down to some part 
of the chest by old adhesion, the breath will be heard unusually low in cases 
of simple effusion, especially near the spine: this source of fallacy must be 
borne in mind, and an examination of the lateral region will give sufficient 
evidence of the presence of fluid. ~ 
_ The condition of the lung is very different in consolidation and compres- 
sion; the one being a deposit within, the other a pressure from without: in 
both, the vesicles may be equally obliterated, and the mass equally solid and 
heavy; but in the one there is no loss of size, and all the tubes are patent ; 
in the other all the minor tubes at least are collapsed as well as the vesicles. 
This cireumstance fully explains the increased breath-sound as heard in con- 
solidation compared with that heard in compression. : 

In a case in which there is consolidation of the lower lobe along with effu- 
sion of fluid, the upper lobe must suffer compression to allow space for its 
presence, because the lower is firm and incompressible: in it the tubes remain 
open while the vesicles are obliterated; and hence the diffuse blowing, and 
the diffuse exaggeration of voice which has been noticed. Superadded sound 
is very commonly present; in pleuro-pneumonia it will be heard as the fine, 
crackling sound called crepitation; in oedema of the lungs with passive effu- 
sion, as a coarser sound, which is never wanting: the oedematous condition 
seems to be one rather opposed to the production of zegophony, which often 
cannot be heard when there is clear evidence of fluid in the pleura. 
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Chronic thickening of the pleura may continue for long periods after all 
acute symptoms have subsided. I have observed dulness from this cause in 
childhood several years after a single attack of pleurisy. It only becomes of 
importance when any form of disease attacks the lung itself, and then the 
unusual circumstance of breathing being heard throughout the whole extent 
of dulness, at once points to some condition different from ordinary pleuritic 
effusion. A history of some acute attack at an antecedent period may gene- 
rally be obtained in explanation of the circumstance, and we must judge of 
the condition of the lung just as if no dulness were present. i 

When a tumor is deeply seated in the lung, the dulness is diffuse, with 
little sense of resistance, and comes out more distinctly on firm percussion ; 
the breathing is weak but superficial, not otherwise changed except that it is 
less audible than on the opposite side: a blowing sound will be heard when 
the tumor presses on one of the larger tubes, and it seems to be conveyed to 
the ear from a distance, in addition to the weak vesicular breathing heard at 
the surface; the distant blowing may also be sometimes detected at the back 
of the other lung. 

The diagnosis of the cases referred to in ? 2 is much aided by the character 
of the superadded sounds which are commonly present. This is especially 
remarkable in cases of pneumothorax; and in emphysema we know that 
bronchitis often coexists, and gives rise to the various sounds of that disease. 
Tn the first bursting of air into the cavity of the pleura, the intense dyspnoea 
which it suddenly produces, determines at once the interpretation we ought 
to give to the tympanitic percussion sound’; subsequently the invariable 
sequence of pleurisy and effusion—hydro-pneumothorax—is attended by other 
very peculiar sounds technically called the sound of succussion and metallic 
tinkling. The loudness of the breathing, anteriorly or posteriorly, depends 
entirely on the position of the aperture by which the air enters, and its con- 
tinuing open or not. 

Emphysema commonly affects both lungs, though not equally; its weak, 
prolonged expiratory sound can scarcely ever be mistaken for the peculiar 
amphoric echo of pneumothorax, and the absence of voice-sound in the one 
contrasts strikingly with its metallic reverberation in the other; not less 
different is the clear resiliency of the percussion sound in emphysema from 
that wooden hollowness which the tympanitic resonance of pneumothorax 
acquires from inflammation of the pleura consequent on the admission of air. 

Under 2 3 there is not the same liability to error that we found in the same 
class in the clavicular region; the differences observed on percussion are 
less delicate, and the early deposits of tubercle cannot be traced in the other 
parts of the lung. When dulness is perceptible, we have a more advanced 
form of disease, and there is not the same chance of error in mistaking its 
seat, when that happens to be on the more resonant side; still it must be 
remembered, that the character by which we recognize an emphysematous 
lung is the combination of deficient, altered breathing with increased percus- 
sion resonance; all other morbid states cognizable by percussion at the pos- 
terior and lateral parts of the chest belonging to those in which dulness and 
altered breathing go together. The respiration is weak and imperfect, or 
loud and harsh, over the seat of dulness ; and according to the extent to 
which vesicular breathing, however imperfect, is heard, do we determine 
whether the disease affects the superficial or the deeper-seated structure of 
the lung, except when pain puts a stop to the ordinary movement of the ribs 
on the affected side; but this very fact is one of the elements of diagnosis, 
and corrects our hypothesis of the condition of disease. It is, however, 
worthy of notice that, as compared with indications derived from the clavi- 
cular region, dulness on percussion, though only of slight amount, may be 
accompanied by changes of breath and voice-sound which correspond to 
‘marked dulness in front. The causes of consolidation are in many respects 
analogous to those mentioned in Div. I., but mere compression may be ex- 
cluded, because at the lower part of the chest we have always in such cases 
the evidence of the presence of fluid. 
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One condition only is specified as being traceable by the modification of the 
breathing and the percussion resonance; and this not because there is any- 
thing specific in the one or the other, but simply from the pathological fact, 
that when the deposit is so distributed as to produce general imperfect dul- 
ness and obstruction of the vesicular breathing, while the tissue has not be- 
come so solid as to transmit loudly the blowing sounds of the large tubes, 
except, perhaps, at the apex, its character will be found after death to be 
tubercular and not fibrinous. The discovery of a similar condition in minor 
degree at the apex of the other lung puts this question beyond doubt. 

The absenee of any perceptible difference in percussion between the two 
lungs, as referred to in ¢ 4, is a more constant condition in diseased states at 
the posterior and lateral parts of the chest than in front, but it is also less 
material to ascertain the more minute differences, which are indeed in great 
measure not to be recognized by the student. When evidence of disease at 
one apex has been obtained anteriorly, the breath and voice-sounds may differ 
more or less throughout the whole extent of the lung; but when in the lower 
lobes they are exactly equal on both sides, we feel great certainty in the 
diagnosis of phthisis. If the difference in percussion be not perceived, al- 
though really existing, as, for example, in general emphysema, in dulness 
affecting both sides of the chest, or in the early stages either of consolidation 
or dilatation, a correlative difference may yet be traced in the breath and 
voice-sounds, sometimes with and sometimes without superadded sound; and 
we must endeavor to ascertain the general character of the breathing in the 
individual who happens to be under examination, contrasting this, as the 
standard, with that heard on each side where the difference las been detected; 
that which deviates most is sure to be the seat of disease; the voice may 
then help to determine whether it tend towards consolidation or towards 
dilatation. 

At the upper part of the chest it is important to remember the natural ten- 
dency to loudness on the right side, and this is especially remarkable over the 
spine of the scapula; but anywhere near the bifurcation of the trachea, owing 
to the different direction of the bronchi on the two sides, local loudness, even 
when it has a blowing character, may be disregarded. At the base in chronic 
states, differences of breathing without superadded sounds are of minor im- 
portance when no dulness is made out: in acute cases, the early checking of 
the respiratory movement in pleurisy, and the absence of almost any indica- 
tion in deep-seated pneumonia, should not be forgotten. It sometimes happens 
that very distinct evidence from general symptoms is obtained of the existence 
of pneumonia when the only auscultatory phenomenon consists of a diffuse 
voice-sound, reaching the ear more loudly on the affected side; the breathing 
may be equal to, or only very little weaker than that on the opposite side ; 
occasionally more careful auscultation may detect somewhere or other a dis- 
tant blowing sound proceeding from the consolidated portion, which is not 
altogether concealed by the vesicular murmur. 


SUMMARY. 


- Percussion resonance and changes in the breath and voice- 
sounds serve to point out the greater or less relative density of 
the contents of the chest; and it is very important for the student 
to learn to reason logically upon the indications thus presented 
to him. We have therefore kept out of view for the present all 
the additional information which superadded sounds necessarily 
convey, because the first question to be solved, before assigning 
a cause for any such sound, is whether there be or be not any 
change of structure, any increase or diminution in the solids, the 
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fluids, or the air of that part where the abnormal sound, whatso- 
ever it may be, is heard. We find, then, that the lung itself may 
be either more or less dense, and the pleura may contain either 
fluid or air; or we may have, for example, in advanced phthisis, 
dense lung surrounding a hollow cavity; and in hydro-pneumo- 
thorax both air and fluid in the pleura. 


§ 1. Condensation presents itself in three forms: (1) carnifica- 
tion, when, from mere pressure, the air is excluded from the vesi- 
cles, and only permeates those larger tubes which are kept open 
by their own elasticity ; the most prominent example of this class 
is the leathery lung of pleurisy with no accompanying pneumonia; 
an analogous condition is found in some instances where the 
pressure is caused by a tumor, and we may regard in the same 
light the atelectasis of new-born children, the pressure in this 
case being simply atmospheric, the inspiratory act not having 
sufficient power to force the air into the minute tubes. (2) Hepa- 
tization : the parenchyma of the lung is solidified by an effusion 
of coagulable lymph, which occludes the vesicles, but does not 
fill up any of the tubes; the only real representative of this form 
is pneumonia ;, cedema, and engorgement of the lungs, which are 
both passive states, although inereasing to a small extent the 
relative density of the tissue, do not produce the same occlusion 
of the vesicles, and do not give rise to similar auscultatory phe- 
nomena; the condensation from these causes is rarely such as to 
produce definite dulness on percussion. (3) Tuberculization, 
which is seen under very different aspects, either as minute de- 
posits separated by certain intervals, and in so far obstructing 
either vesicles alone, or vesicles and tubes together ; or as aggre- 
gated into masses, some of which have been expelled and have 
left hollow spaces remaining; or, again, what is very rare, as a 
uniformly diffused deposit, closely analogous to that of coagulable 
lymph. Percussion resonance can only show that the condensed 
lung is more solid than its fellow, and may give a rough estimate 
of the extent to which air is excluded; but it is quite a mistake 
to suppose that it can ever discriminate the cause of its exclusion: 
auscultation reveals more definitely the extent to which the air 
penetrates the lung, and also teaches us how far the tissue is 
changed as a medium for the formation and transmission of sound. 

In each of these forms of condensation, the proper vesicular 
murmur is wanting. In the first, the sounds are similar to those 
heard over a healthy trachea, but deadened by passing through 
the tough inelastic tissue placed between the large tubes and the 
ear; the inspiration and expiration are both loud and harsh, and 
the voice ringing; and these sounds are diffused over the whole 
space where the carnified lung exists, except where the voice is 
so modified by the presence of fluid in the pleura, as to acquire 
the quality which has been denominated egophony. In the 
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second, the breathing gives rise to a peculiar whiffing sound as it 
enters the small tubes, the sides of which have acquired hardness 
and increased vibratory power from the effusion of lymph around ; 
and it is readily transmitted to the ear through the dense elastic 
structure: the voice has at the same time a very loud, sonorous, 
and metallic or brassy sound, from the same circumstances, and 
is diffused over the whole hepatized portion of the lung. In the 
third, the characters vary very much, according to the amount 
and the state of the deposit: in the early stage, the breathing is 
heard in smaller tubes than in carnification, and does not produce 
in them the whiffing sound of hepatization ; the voice is not ring- 
ing as in the one, nor metallic as in the other; there is, indeed, a 
period in tubercular deposit in which modified vesicular breath- 
ing is heard, while no marked change has passed on the voice at 
all; proceeding further, the vesicular breathing is more or less 
suppressed, and the lung acquires greater power of transmitting 
sound, so that the breathing and the voice, which properly belong 
to the bronchial tubes, are heard at the surface, and are, therefore, 
louder and harsher than in health: this gradually increases in 
intensity till the tubes are encroached upon, when the breath- 
sound becomes more faint, and, their elasticity being lost, the ex- 
piration is prolonged; at the same time, consolidation has pro- 
ceeded to a greater extent, and the voice-sound is therefore louder; 
next, the foreign matter softens and is expelled, the air begins to 
vibrate in larger spaces, and the breath-sound becomes louder, 
harsher, and more blowing, till at length the large cavity, with 
unyielding walls, gives out a long, loud, blowing inspiratory and 
expiratory sound: at the same time the voice-sound attains such 
loudness and distinctness that it seems as if it were produced at 
that very spot, and spoken up through the stethoscope to the ear. 
As might be anticipated, im the rarer cases in which tubercle is 
deposited in the same way as lymph, the auscultatory phenomena 
are also analogous. J . 
__ In each of these cases, diagnosis is aided by several other cir- 
cumstances: in carnification, by evidence of the presence of fluid 
or air in the pleura or of some solid substance which has pressed 
on the lung and expelled the air from its vesicles; in hepatization, 
by the lower and back parts being more commonly affected; in 
tuberculization, by the upper lobe being first or most extensively 
‘diseased. The difficulties are chiefly connected with the revers- 
ing of the ordinary rule regarding situation, and the combination 
of two conditions of condensation—carnification with hepatiza- 
tion or with tubercles, tuberculization with hepatization, or even 
all three together. We have also to consider the condition of the 
opposite lung: when the breathing is much obstructed on one 
side, it is usually exaggerated on the other—puerile as it is often 
riscalled—and if it*be equable throughout, the disease 1s pro- 
bably not tubercular: if the apex of the comparatively healthy 
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side be affected, the opposite lung is almost certainly in a state of 
tuberculization; if the sounds at its base be changed, the cause 
of disease in the other is probably inflammation. 


8 2. In cases in which the lung has become less dense than 
natural, it is immaterial whether the vesicles be distended, as in 
the common form of emphysema, or the air pass into the paren- 
chyma of the lungs, as happens when its structure is torn: the 
natural elasticity which expels the air at each expiration is lost 
in either case, the air stagnates, and the vesicular murmur is no 
longer audible; the sound of air moving in the large tubes would 
indeed be heard distinctly, were it not that the rarefied tissue has 
become a bad conductor; and hence it is only when superadded 
sounds indicate the motion of the air, or when the tubes, thick- 
ened, roughened, or dilated, cause unusual vibration, as it passes 
to and fro, that the distant sounds reach the ear at all plainly: 
the voice meets with the same obstacle to its transmission, and is 
only heard when the tubes are thickened or dilated. The super- 
added sounds, therefore, stand with many for the evidence of 
emphysema, while in reality they are so only secondarily: the 
thickening and dilatation of the tubes, and the increased voice 
ant breath-sound which accompany them, are frequent sources of 
allacy. 


§ 3. No other condition of disease exactly simulates the dead, 
dull, inelastic sound of percussion, and the sense of resistance 
which is produced by the presence of fluid in the pleural cavity: 
occupying, as it always does, the inferior part, the intensity of 
the dulness gradually diminishes towards the apex, but of course 
it varies with the amount of fluid; and inasmuch as pleurisy does 
not necessarily imply the presence of fluid, the dulness may be 
caused by effusion of lymph only. When this is the case, the 
dull sound is mixed up with a certain degree of resonance, which 
has been compared to that of striking on wood; one which in its 
greatest intensity is best heard when there is a thickened pleura: 
with air in its cavity. If there be no pneumonia when fluid is 
effused, the lung is simply carnified from pressure; it is pushed. 
upwards, and hence the sounds belonging to this condition are 
most distinctly to be made out under the clavicle; somewhere 
over the scapula tegophony is met with. When pneumonia is 
also present, the tubes remain more generally permeable to air, 
and the voice-sound is diffuse, somewhat metallic or brassy, but 
modified by the superstratum of fluid, so as to approach to xgo- 
phony ; it differs essentially, however, in that it is diffuse and not 
local. If chronic thickening of the pleura exist, the breathing 
is weaker, but not otherwise modified by this circumstance. 

The tympanitic percussion sound of air gn the pleura is very 
rarely pure ; there is almost always a thickened membrane, which 
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gives a wooden tone to the resonance, and fluid usually exists at 
the base. Percussion over a large cavity has an amphoric or 
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CHAPTER XIX. 


SUPERADDED SOUNDS IN THEIR RELATION TO ALTERED BREATH 
AND VOICE-SOUNDS. 


Classification.—§ 1. Interrupted Sounds—§ 2. Continuous Sounds. 

Div. L—The Clavicular Region—§ 1. With marked Dulness on 
one side—§ 2. With excessive Resonance—§ 8. With less marked 
Difference on Percussion—§ 4. With no perceptible Difference. 

Div. Il.— The Posterior and Lateral Regions —§ 1. With marked 
Dulness on one side—§ 2. With excessive Resonance—§ 3. With 

* less distinct Difference—§ 4. With no perceptible Difference. 

Summary.— The real Teaching and relative Value of superadded 
Sounds. 


WE have next to consider what further light is afforded by 
superadded sound, as to the causes of that change of structure 
which has been indicated by alterations in breath and voice-sound 
and in percussion resonance; and also what they teach us con- 
cerning the state of the lungs, in cases in which we have been 
unable to detect any change of density. 

Various modes of classification have been adopted by different 
authors, but they have all been framed more or less on theories 
regarding the mode of development, either with reference to the 
situation in which the sound is supposed to be generated, or to 
the amount of fluid assumed to be necessary for its production. 
The names which authors have thus either fancifully or theoreti- 
cally imposed upon these sounds have too often only served to 
mislead the student, by causing him to attach the idea of a par- 
. ticular condition of disease to the name of some given sound, or 
by rendering it impossible to understand the exact character of 
one upon which various names have been bestowed. We have 
endeavored in the preceding chapter to limit the names used to 
terms expressing the character of the sound heard, and the same 
course will be followed with reference to this new class of phe- 
nomena, in-so far as it can be done without roughly discarding 
customary terms. Perhaps there is no advantage in classification 
at all, but it may tend to simplify matters if the superadded 
sounds be divided into interrupted and continuous—ineluding in 
the former those that consist of a series of distinct noises or 
minute explosions, and in the latter those that form only one 
prolonged sound. 


$1. Interrupted Sounds. 
a. Orepitation consists of a succession of fine crackling sounds, 
| 
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commonly so minute and so close together, that the ear can 
scarcely detect their distinctness. 

_ 6, Moist Sounds ; the least objectionable term which has been 
employed to designate a rattling noise, in which the separation of 
the individual explosions is more distinct than in crepitation ; they 
convey the idea of air passing through a small quantity of fluid 
in minute bubbles. 

c. Gurghng Sounds are only a modification of moist sounds, 
but are yet easily recognized as a class by themselves, the air evi- 
dently gurgling or passing in large bells through a considerable 
amount of fluid. 

d, Metalic Tinkling—This might also be called amphoric 
dropping, conveying to the ear the idea of distinct drops falling 
with a plash in a large space, and producing a ringing metallic 
noise. 

e. Closely connected with the preceding is the plashing sound 
heard when the patient moves quickly, or is shaken, in cases of 
hydro-pneumothorax. It is called the sound of swccussion. 

- These sounds pass by insensible degrees into each other. Cre- 
pitatton- may be so very fine as to be mistaken for a continuous 
sound (of friction for example), or it may be so very coarse as to 
be analogous to a moist sound; theoretically very distinct, the 
value of such sounds can only be estimated practically by the 
coexistence of other phenomena. Moist sounds-may be divided 
into fine and coarse; they hold a position intermediate between 
crepitation and gurgling. Among these may be classed a sound 
which has been very inappropriately called dry crackling, which 
consists of single clicks, recurring at longer or shorter intervals ; 
when speaking of it apart from moist sounds, of which it is, in 
certain circumstances, the precursor, it will be distinguished by 
this character. Another modification is the squeaking sound, 
which approaches to gurgling, and conveys the idea of a large 
bubble, formed rather in consequence of the viscidity than of the 
quantity of fluid. Gurgling, again, sometimes consists of solitary 
bubbles, at very considerable intervals, exploding in a large empty 
cavity with a hollow metallic or amphoric ring, which is scarcely 
distinguishable from metallic tinkling. 


§ 2. Continucus Sounds. 
a. Sonorous and Sibilant Sownds.—These consist of a prolonged: 
tone, grave or shrill, or simply of a continuous hissing noise, 
accompanying the greater part of the act of inspiration or ex- 
piration, or both together, but chiefly the latter : it is that noise 
which, when loud enough to be heard without applying the ear 
to the chest, is called wheezing. The depth or shrillness of the 
note indicates, within certain limits, whether the sound be pro- 
duced in larger or smaller tubes. 

b. Friction Sound, caused by the rubbing together of two 
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roughened surfaces of pleura, which, in their healthy state, glide 
noiselessly over each other. It has been already noticed that 
Grepitation is sometimes so fine that it can scarcely be distinguished 
from friction, when the ear cannot discriminate the distinct explo- 
sions of which the sound is composed. In a similar manner, 
friction may be so coarse as to be mistaken for crepitation. The 
chief differences are these: crepitation is more deep-seated, fric- 
tion more superficial; fine crepitation accompanies the act of 
inspiration only, is quite rhythmical with it, and terminates with 
it: friction may occur at any period of the respiratory act, is 
very commonly heard both with respiration and expiration, or is 
intermediate between them, and is not rhythmical with the inspi- 
ration. The one is evidently part of the sound produced by the 
movement of the air in the lung during inspiration; the other 
has nothing to do with the respiratory sounds at all, but with the 
movements between the lung and the chest. Along with these 
distinctions must be taken the correlative evidence as to whether 
the affection be one of the lung or of the pleura. 

c. Crumpling Sound.—It most nearly resembles the crumpling 
together of tissue-paper; it is heard most frequently at the apex 
of a tuberculous lung. Believed by some to be caused by the 
stretching of old bands of lymph, its rationale is not well under- 
stood, and its value is not great. 

d. Creaking: a very similar sound heard on deep inspiration, 
when the air first begins to penetrate a previously carnified lung. 
It has no interest but as a matter of curiosity after the subsidence 
of an attack of pleurisy. Not unlike to this is the creaking pro- 
duced by old bands of lymph in the lower region of the thorax, 
or the rubbing together of roughened portions of pleura over 
tubercular deposit. 

No attempt has been made to give detailed descriptions of these 
sounds, because they can only be learned by experience: good 
examples of each should be sought out, and carefully listened to, 
before making any attempt to discriminate them in obscure cases, 
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§ 1. With marked dulness on one side. 

A. When that dulness is due to interstitial deposit we may 
have any of the interrupted sounds, from fine crepitation to gur- 
gling and metallic noises. In the greater number of cases, inter- 
stitial deposit at the apex is tubercular, and any superadded sound 
serves only to show the particular stage of the disease ; but when 
its character is that of fine crepitation, when the breath-sound 
has a loud, diffuse, blowing character, and the voice a brassy 
resonance, we must look to the general symptoms to see whether 
we have not to deal with pneumonia. Clicking and squeaking 
sounds, with suppressed or blowing breathing, and loud vocal 


THE CLAVICULAR REGION. 237 


resonance, exist from the commencement of tubercular softening; 
but with the marked dulness now under consideration we are 
more likely, in cases of phthisis, to meet with abundant coarse 
moist sounds and gurgling, indicating the existence of cavities; 
the character of the breathing may scarcely be distinguishable, 
because it is thus superseded, but when heard, it is harsh and 
blowing, and the voice is always loud. When the superadded 
sound has a metallic character, it indicates the existence of a 
cavity of some size, and then the breath-sound will have some- 
thing of amphoric blowing provided the fluid which causes the 
bubbling does not oppose the free ingress of air into the cavity: 
the voice-sound becomes painfully loud under such circumstances. 
Friction-sound may accompany both forms of interstitial deposit, 
but in phthisis it is generally peculiarly creaking. 

B. With fluid in the pleura. The entire absence of superadded 
sound, when the breathing is blowing, and the voice ringing, is 
of itself a very important point in diagnosis, naturally suggesting 
the absence of deposit in the lung, and leading to an examination 
of its-lower and back part. Friction sound is sometimes heard 
just under the clavicle, but more commonly, when audible, it is 
to be found somewhat lower down. 

c. In the case of deep-seated tumor, while the breathing is 
weak, and the voice probably unchanged, there are also generally 
no superadded sounds; at least there are none which belong to it 
as a tumor, and those in the lung are only the result of bronchial 
irritation: if it be an aneurism, there will be others connected 
with the circulation. 


_§ 2. With marked resonance on one side. 

A. When the cause of this is the presence of air in the pleura, 
we shall have our diagnosis greatly confirmed by the absence of © 
gurgling or metallic noises in the clavicular region; this fact, 
even when metallic tinkling or plashing are not heard behind, 
assists in distinguishing the case from one in which a large cavity 
presents characters of breath and voice-sound, which equally de- 
serve the name “amphoric.” 

3B. When the resonance is due to emphysema, we find that if 
severe bronchitis exist, moist sounds are audible in various parts 
of the chest, but rarely under the clavicle: with any degree what- 
ever of bronchitis, sonorous and sibilant sounds are heard there: 
with no bronchitis, emphysema gives rise to no superadded sound. 


§ 8. When the dulness is not so marked. 

A. In cases of consolidation of the lung from pneumonia, the 
dulness is generally distinct ; but though this sign be wanting, the 
existence of fine crepitation with whiffing breathing, and brassy 
voice, is sufficient to cause further inquiry. ‘The consolidation is 
more commonly tubercular: crepitation of a coarser kind, with 
prolonged expiration and diffuse exaggerated voice-sound, accom- 
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panies the rapid development of tuberculosis; a certain amount 
of chronic pneumonia is probably coincident with it in these cir- 
cumstances, but the crepitation is not so fine, the breathing 1s not 
whiffing, and the voice is not brassy, as they are in the simple 
inflammation of the upper lobe. In the more ordinary develop- 
ment of tubercles fine moist sounds often occur early with some 
suppression of the breathing, but with increase of the voice-sound; 
towards the end of the first stage, the breathing becomes louder 
and more blowing, clicking or squeaking sounds are heard: the 
coarsest rounds are only found with decided dulness. 

Sonorous sounds, of a local character, sometimes exist along 
with the slighter dulness and exaggerated voice of early phthisis ; 
they greatly obscure the character of the breath-sound; and in 
contrasting such a case with the next, it is of the utmost import- 
ance to observe that they are heard on that side which is relatively 
the least resonant. Friction and creaking are both occasionally 
heard; the former coexists with either form of consolidation, the 
latter always with tubercles: crumpling sound is generally re- 
garded as a very certain token of tubercular deposit; .but to give 
force to either of these signs, the breath and voice-sounds should 
also be conformable to such an hypothesis. 

B. When the lung, over which dulness is observed, happens to 
be healthy, the other being emphysematous, the absence of any 
superadded sound on the duller side, and the existence of sonorous 
sounds on the more resonant one, are important aids to diagnosis; 
but the latter are only audible when there is also bronchitis. 
They are not entirely limited to the clavicular region when em- 
physema is present; and this cireumstance may be of use in 
judging of an obscure case, when a dilated bronchus produces 
auscultatory phenomena, resembling those of an empty cavity; 
moist sounds may be heard with very severe bronchitis, but the 
are never limited to the apex, and are’ generally audible there 
only at the very end of the expiration. 


§ 4. No difference being detected in percussion resonance. 

A. If the lungs be healthy at their apices, there will be no 
superadded sound. When very extensive bronchitis exists, both 
moist and sonorous sounds may be audible, but especially the 
latter: if either be heard at one apex only, while posteriorly the 
superadded sound, of whatever character prevails to about the 
same extent in both lungs, or if it continue to be heard at either 
apex after it has ceased in other parts of the chest, we have reason 
to suspect at least a tendency to phthisis, if not the actual pre- 
sence of tubercle. 

B. When both sides of the chest equally indicate increased 
resonance on percussion, in the clavicular region, a similar con- 
dition is sure to be found in the rest of the chest. It very gene- 
rally happens that a patient applying for relief in such circum- 
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stances is at the time also suffering from bronchitis, and sonorous, 
or sibilant, or even moist sounds, are to be heard on both sides; 
and then their value in the clavicular region is chiefly negative, 
inasmuch as they are heard less distinctly there than elsewhere. 

c. When both sides of the chest seem equally deficient in reso- 
nance, and superadded sounds heard in the clavicular region may 
also be detected elsewhere, they will consist of the varieties of 
moist sounds indicating bronchitis, or very generally distributed 
tubercular disease. The diagnosis between these states depends 
so much upon the contrast between the upper and lower portions 
of the lung, that their consideration must be postponed for the 
present. When the superadded sounds are confined to the apex, 
there must be in reality a difference in percussion, and the case 
belongs to the next subdivision. 

D. Some difference on percussion exists between the two clavi- 
cular regions, but the ear fails in detecting it. To the student 
this class is necessarily a larger one than to the experienced aus- 
cultator : itis one which requires more than any other the exercise 
of careful discrimination in pronouncing a judgment, and it is 
important, because to it belong the instances of incipient disease. 
In no class of cases is superadded sound of more value in forming 
a diagnosis, provided it be taken in connection with the alteration 
of the breath and voice-sounds. Moist sounds, especially those 
which have a squeaking or clicking character when found along 
with jerking or wavy breathing, or prolonged expiration and 
increased. vocal resonance, indicate most certainly the presence of 
tubercular deposit, which perhaps never affects both lungs equally. 
Coarse moist sounds, or anything approaching to gurgling, can 
scarcely exist without very decided dulness. Very fine moist 
sounds approach so near to crepitation that they are apt to be 
mistaken for it: if dulness be not pronounced, it 1s scarcely pos- 
sible that such a phenomenon should find its explanation in the 
existence of pneumonia; a more probable solution is that capil- 
lary bronchitis has been set up by the presence of tubercle. 
Sonorous or sibilant sounds, when only heard at one apex, are 
also evidence of local bronchitis; and whether the prolonged 
sonorous expiration be due to the distension of the tissue by em- 
physema, or its consolidation by tubercle, is a question that must 


‘be solved by the relative characters of the breath and voice-sounds 


detailed in the previous chapter. It is one of vast importance in 
diagnosis, which the character of the superadded sound alone 
cannot decide, and, in fact, any preconceived ideas of the asso- 
ciation of sonorous sound with emphysema may very possibly 
lead us into error. A creaking or friction-sound, with exaggera- 
tion of the voice and prolonged expiration, and still more de- 
cidedly, a crumpling sound at either apex, are of much value in 


determining early tubercular deposit before dulness on percussion 


becomes very perceptible. The presence of any strictly local 
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morbid sound at either apex, as it points out the certainty of 
structural change there, comes to have immense significance when 
other symptoms indicate the possibility of tubercular disease, 
and, still more, when the other indications of percussion and aus- 
cultation give countenance to the idea of consolidation at the apex, 
where the local sound is heard. 


Of the cases included in 2 1, with mafked dulness on one side, it is to be 
remarked that superadded sound, when it is of the interrupted kind, generally 
indicates that the change in density is due to interstitial deposit: its fineness 
or coarseness being determined by the size of the tubes or spaces in which it 
is formed, and the character of the exudation by which it is caused. When 
dulness is marked, and the sound fine, it may be pretty confidently assumed 
that the condition is one of hepatization, either with or without tubercle ; be- 
cause miliary tubercles could not account for the dulness, when existing only 
to such an extent as to produce irritation and exudation in the small tubes 
and vesicles. When the sound is coarser, and consequently formed in the 
larger tubes, or in a number of small cavities, the general symptoms and his- 
tory must determine whether we have to do with the second stage of pneu- 
monia, or with phthisis; the latter being the ordinary, the former a very 
unusual cause. When large bubbling sounds are heard, we are sure that 
considerable hollow spaces exist, which can only be the result of tubercular 
cavities, or of the much rarer inflammatory disorganization of lung tissue, 
which is always accompanied by fetor of the breath and sputa. 

The continuous sounds are seldom heard with marked dulness. Friction is 
occasionally met with under the clavicle when the dulness is caused by pleu- 
risy, but is more commonly absent. Sonorous sound, as indicating a minor 
degree of irritation of bronchial tubes, not extending to their minute ramifi- 
ape might be taken as confirmatory evidence that the dulness was caused 

y a tumor. i 

When resonance is excessive on one side (2 2), the only sound which can 
be of much value in the clavicular region is the sonorous; by its presence the 
movement of the air in the larger tubes becomes appreciable, when, in conse- 
quence of the interposition of emphysematous lung, in which the air is all but 
stagnant, no breath-sound at all would be heard on the resonant side. Most 
sounds, too, may sometimes be detected on the resonant side, when the bron- 
chitis is severe, but these rather belong to the next section. 

In 2 3 we find the very important contrast between partial consolidation, 
which is generally tubercular, and partial emphysema. The very fine sound 
of irritation of the smallest tubes which sometimes accompanies miliary tu- 
bercle, comes very close upon the crepitation of pneumonia ; sometimes, too, 
the tubercular deposit produces a real pneumonia of slight extent, with 
genuine crepitation; such cases must be regarded from a general point of 
view, which includes all the signs and symptoms, or else an error in diagnosis 
is very likely to be made; and, while admitting the high probability that the 
consolidation has a tubercular origin, we must still not forget the possibility 
of simple pneumonia. . 

The clicking and squeaking sounds of softening tubercle are very decisive 
when the difference in percussion resonance on the two sides is not very great; 
and equally valuable is the sonorous sound of bronchitis with emphysema ; the 
one heard on the duller, and the other on the more resonant side. But some- 
times the several explosions or bubbles are more numerous, and assume the 
form of moist sounds, and these, as well as the sonorous, may be heard either 
on the duller or the more resonant side. It may happen, too, that the stu- 
dent, while recognizing a difference, is mistaken in regard to the relative re- 
sonance of the percussion stroke, and his intepretation of the cause of the 
sounds is utterly wrong ; they mean, perhaps, only the presence of local bron- 
chitis, but they do not show why it exists. Error in such cases is best guarded 
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against by a careful consideration of the indications derived from the rest 
of the chest; if no moist sounds be heard elsewhere, or if no evidence of em- 
physema be obtained from other parts of the same lung, there will be a strong 
presumption in favor of the difference in percussion sound being due to tubercle ; 
their general distribution must be considered subsequently. It need only 
be added that the presence of any obstruction in the bronchial tubes, while 
giving rise to superadded sound, is very apt to interfere with the breath-sound 
and deprive us of the indications of consolidation which it might afford; and 
this was mentioned, in the former chapter, as an important means of coming 
to a correct judgment in the matter. : 

Creaking and crumpling sounds are less frequently met with in the cases 
referred to in this section than in the following one: but as they decidedly 
belong to those in which some form of consolidation has occurred, they at 
least serve to determine the question of percussion dulness, and to give great 
preponderance to an hypothesis of tubercle as its local cause. 

In @ 4 we meet with the cases most important to the physician, most puz- 
zling to the learner—the first stages of phthisis; with the exception of a few 
instances in which tubercular softening has occurred in the lower lobes, there 
are none connected with auscultation in which it is so difficult to come to a 
decided opinion. It is true that the patient cannot know whether we be right 
or wrong, and that it is a safe course to give a rather unfavorable prognosis 
in all cases of doubt: it is true that this course zs pursued by many of the 
most popular and most successful practitioners; but it is also true that this is 
the-course of quackery and imposture, and I believe that no earnest student 
will be satisfied with it, and that no right-minded physician feels quite com- 
fortable in practising the little deception which such a method implies. 

Here it must be admitted that superadded sounds are sometimes extremely 
valuable, because when. we cannot find anything wrong elsewhere, they suggest 
the existence of local disease, and that local disease may be tubercular. The 
crumpling sound, when heard, is, like the wavy or jerking breath-sound, that 
which is most constantly associated with tubercular deposit. Creaking only 
proves the previous existence of local pleurisy, which very frequently is set 
up by, and, perhaps, sometimes ends in, tubercle. The fine moist sounds and 
the sonorous sounds referring only to bronchial irritation, derive their whole 
value from being the exponents of local action, whether they be heard at the 
apex only, from the first, or linger there when they have ceased to be heard 
elsewhere. 


Division Il.—Tue Posrerion AND LATERAL REGIONS. 


§ 1. When there is marked dulness on one side. 
A. In simple serous effusion the absence of superadded sound 
confirms the diagnosis, proving that there is no affection of the 
lung: when fibrin is also effused, friction may occasionally be 
heard, but not always. The point at which itis most frequently 
detected is near the axilla, and towards the front of the chest: 
and this is the necessary result of the circumstance, that the lung 
floats upon fluid, which cannot alter in volume during respiration ; 
~ consequently its free edge at the point furthest from its attach- 
ments is that which will most readily partake of the movement 
of the fluid as it rises and falls with the decreased and increased 
capacity of the chest in breathing. _ 
B. When changes exist in the interior of the lung along with 
the effusion of fluid. 
a. We find, in certain cases, no superadded sound at all at the 
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base; higher up, coarse crepitation; and still higher, perhaps 
towards the front of the chest, or under the axilla, fine crepitation, 
but its existence depends a good deal upon the stage of the disease. 

b. In other cases there are throughout very abundant moist 
sounds, diminishing in intensity and in degree of coarseness to- 
wards the upper and front parts of the chest. 

These two conditions are very dissimilar, and are to be recog- 
nized by the different character of the voice and breath-sounds ; 
but they are still more marked by general symptoms, to which 
we shall subsequently refer; the one is pleuro-pneumonia, the 
other pulmonary cedema, with passive effusion into the pleura. 

c. When the fluid begins to be absorbed after pleuritic effusion 
with no change in lung-structure, a crumpling sound is heard, on 
deep inspiration, analogous to that observed at the apex in some 
cases of tubercular deposit. It is an auscultatory curiosity rather 
than a phenomenon of any real practical value. 


§ 2. With marked resonance on one side. 

A. When pneumothorax is accompanied, as it very soon is, by 
effusion in the pleura, two sounds may be produced which are 
very diagnostic; the one a plash, if the patient be swayed some- 
what quickly from side to side, technically-called succussion, 

- which exactly corresponds to the shaking of any liquid in a half- 
empty jar; the other, a dropping of the fluid in which the shrunken 
lung has been bathed, while the patient remained in the horizon- 
tal posture; it falls in successive drops from its lower border upon 
the surface of the fluid, when he sits up, with a peculiar ring, 
which is denominated metallic tinkling. These phenomena are 
neither of them constant; and it is to be noted that, by various 
authors, the term metallic tinkling is often applied to any inter- 
rupted sound which has a metallic resonance. 

B. In emphysema it is necessary, as already mentioned, for the 
production of superadded sounds, that bronchitis be present. If 
moist sounds be the result, they are louder and more distinct in 
general bronchitis on the non-resonant side, and never exist to 
any great extent in a very emphysematous lung: when found 
only in the dilated lung, they are generally also few, and coarse, 
heard perhaps only towards the end of expiration, and very often 
superseding all breath-sound whatsoever. The sonorous sounds, 
on the contrary, are more audible on the resonant side: a pro- 
longed sonorous expiration, with excessive resonance, is nearly 
certain evidence of emphysema. 


§ 3. When the difference on percussion is less marked, espe- 
cially in regard to resistance. 

A. Consolidation existing on the duller side. 

a. The coincidence of fine crepitation with loud blowing or 
whiffing breathing, and exaggeration of voice, is very character- 
istic of pneumonia: it is usually local, and perhaps shades off into 
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a coarser sound ; it is generally found in the lower lobe, and sel- 
dom rises above the middle of the chest. 

6. When the dulness is more extensive, the blowing character 
of the breathing less peculiar, and the crepitation of a coarser 
kind, especially when this is audible over the upper part of the 
chest, we may suspect that the consolidation is tubercular. The 
hypothesis is confirmed if we find that the greatest amount of 
crepitation and the loudest breath-sound are heard above, and 
that both equally diminish as we descend, though occasionally 
fine crepitation may be heard at the base. Such are the indica- 
tions of acute general tuberculosis of one lung; and though there 
be generally such differences, on auscultation, as are quite sufii- 
cient to denote that it is not pneumonia, still we must chiefly look 
to other circumstances for correct diagnosis, because there is, in 
reality, often a certain degree of chronic pneumonia present at 
the same time. The condition of the patient is very different 
from what it could possibly be if there were the same extent of 
sthenic inflammation: and the opposite lung very generally gives 
evidence of the development of tubercles at its apex. As soon 
as clicking or squeaking sounds at the apex take the place of 
crepitation, the apparent obscurity of the case is removed. 

c. Moist sounds may be heard very extensively in one lung, 
which is the seat of a certain amount of dulness, from the break- 
ing up of tubercular deposit: when limited to the lower lobe 
very similar phenomena are developed by the suppurative stage 
of pneumonia; the moist sounds*are closely analogous, and the 
exaggeration of the voice and blowing breathing of tubercular 
cavities there do not differ from what is ordinarily heard in pneu- 
monia. The determination must rest chiefly on the history either 
of long ailment or of a recent acute attack, the symptoms of which 
have been necessarily severe when it has terminated in suppura- 
tion; or we may obtain evidence of pyzemia, with its secondary 
abscesses: the diseases which afford such an explanation of the 
condition referred to, are much more frequently acute than 
chronic. 

d. In the commencement of pleurisy, slight dulness is often 
accompanied by friction before fluid is effused. Occasionally, the 
exudation is wholly fibrinous, and the friction sound so intense, 
as to resemble crepitation. 

e. If the evidence of consolidation be limited to the upper part 
of the chest, the same rules are applicable as those already de- 
tailed in the previous Division; with this difference only, that 
partial dulness over the scapula corresponds to marked dulness 
in the clavicular region. When the superadded sounds are found 
in both places they generally tend mutually to elucidate each 
other. 

B. When the difference in percussion is caused by excess of 
‘resonance on one side, the absence of any morbid sounds on the 
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duller side, and their presence on the more resonant one, would 
decide that the case was one of emphysema. 

When moist sounds are to be heard on both sides, they will 
probably be most abundant on the duller one; and then the 
question must arise whether this be not the seat of disease. As- 
suming that the condition be one only affecting the lower and 
back part of the chest, we have to consider the phenomena con- - 
nected with the breath and voice-sounds as indicating dilatation 
or consolidation, especially observing on which side they deviate 
most from those heard a little higher up; we haye also to con- 
sider the characters of the moist sounds themselves, whether 
large and coarse on the duller side, as they would be in the soften- 
ing of tubercle and in suppuration of the lung, or whether, on 
the contrary, while finer and more numerous on that side, they 
are only found as a few coarse bubbles, where the greater reso- 
nance is ebserved, the air moving in the large tubes while it is 
stagnant in the vesicles. 

Prolonged sonorous expiration, so constantly heard in emphy- 
sema would probably decide at once that the resonant side was 
that on which the greatest amount of disease existed: and it is 
to be remembered that such evidence may often be obtained in 
the clavicular region, when the lung is emphysematous at its 
lower part, and the accompanying bronchitis is of such a cha- 
racter that nothing but moist sounds can be heard behind. 

c. The hypothesis of the existence of a tumor deeply-seated 


would derive great confirmation from the absence of any super- 
added sound. 


§ 4. When no difference is perceived on percussion. 

A. The percussion being natural. : 

a. The absence of superadded sound proves the lungs to be 
healthy, and taken in conjunction with the same evidence in front, 
leads us to look elsewhere for the cause of any cough that may 
be complained of. 

6. Both sonorous and moist sounds are to be heard in cases of 
bronchitis, the former usually in the early stage of an acute at- 
tack, or where the disease is subsiding, the latter being its more 
ordinary manifestation, and being usually most distinct at the 
lowest part of the lung. When moist sounds are very fine, and 
limited to one side, the affection has been often mistaken for 
pneumonia; we must carefully ascertain whether the localization 
can be accounted for by consolidation, of which evidence may be 
- found in altered breath and voice-sounds. If this suspicion be 
negatived, we are justified in believing that the case is one of 
simple bronchitis. It is much more usual to find moist sounds on 
both sides: and it is my belief that when the percussion is really 
natural, healthy breathing will always be found at the upper 
part of the chest: in recent cases it is often accompanied by some 
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sonorous sounds from the scantiness of the secretion: in chronic 
cases, it 1s sometimes of rather a harsh character from loss of 
elasticity in the air-tubes. When the breathing is otherwise 
altered at the upper part, some further change has taken place in 
the lung, and there is in reality either increased resonance or dul- 
ness on percussion. Sonorous sounds at the commencement of 
the attack are more frequently limited to one side than moist 
sounds. ris 

B. The resonance is increased on both sides. This may vary 
very greatly in amount, and when bronchitis is present, emphy- 
sema gives rise to all sorts of moist and sonorous sounds. When 
the latter predominate, the diagnosis is plain enough; with the 
former, if the excess of resonance be small, the fact that moist 
sounds are heard above as well as below may lead to the suspi- 
cion that the case is one of very generally disseminated tubercle ; 
this is especially to be remembered in the emphysema of early 
life. The doubt is best solved by a comparison with the clavicular 
region, considering whether the sounds heard there would be 
best explained by the hypothesis of general emphysema or early 
tubercular deposit. Then, again, the moist sounds of early phthisis 
are usually fine, those of emphysema are essentially coarse, and 
bronchial effusion tends to accumulate in the lower or most de- 
pendent part of the chest. 

c. Both sides may be equally dull. ; 

a. When double pneumonia or double pleurisy is its cause, 
the extent of the disorder and the severity of the general symp- 
toms are generally such as to leave no doubt on the mind of the 
observer: the signs enumerated in § 1 are then found equally on 
both sides. It is highly probable, if the dulness be but slight, 
and the other signs obscure, that any sound which might be taken 
for crepitation is in reality only a form of fine moist sound. 

6. Moist sounds limited to the base, while higher up the breath- 
ing is not otherwise modified, except in being rather harsh, are 
very common in chronic bronchitis, with some degree of indura- 
tion or senile atrophy. The very same indications, however, may 
be present when tubercle is limited to the lower lobes, and it is 
just possible that such might be their true interpretation ; but the 
possibility is a rare one, because in general the alterations of 
sounds are much more extensive when tubercular disease attacks 
the lower and back parts of the lung. 


a ‘\ 


\ When moist sounds are heard on both sides throughout the whole of the 
posterior region, with some degree of dulness, they must be dependent on one 


‘of the following conditions :—cedema, engorgement, induration with atrophy, 


or tuberculosis. The diagnosis of cedema of the lungs does not rest so much 
on any peculiarity of the physical signs, as on the circumstances of our being 


- able to discover some present obstruction to the circulation, such as produces 


cedema in other organs, especially disease of the heart or kidneys. Seconda- 
rily, it would derive confirmation from the expectoration being watery in place: 
of puriform. 


“ 
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Engorgement, again, depends either upon obstruction to the circulation 
through the pulmonic veins, or upon gravitation of blood in fever, &c., when 
the patient is confined to bed. Superadded sounds are always present, which 
partake of the character of crepitation, or fine moist sounds, and these have 
no distinctive marks. hat they are not the consequence of genuine pneu- 
monia, we only know from their extent, while the evidence of much consoli- 
dation is wanting; that they are not caused by bronchitis must be proved by 
a consideration of the relative severity of the symptoms. 

Tuberculosis of the lower lobes can scarcely be distinguished from indura- 
tion, because in both there are usually present the signs of general bronchitis. 
Perhaps on more careful percussion we may be able to detect some difference 
in resonance between the two sides in this form of phthisis; perhaps, too, 
clicking or squeaking sounds may be heard : if cavities have been formed, the 
voice-sound may be locally increased at those spots, or generally louder at the 
base than at the middle of the lung; information may also be gathered from 
observing that prolonged expiration or vocal resonance is more distinct on 
one ‘side than the other, especially when this occurs under the axilla at points 
furthest removed from the root of the lungs and the large tubes. But all 
these evidences may fail, and we turn to the clavicular region, and there per- 
haps we find proof of more distinct consolidation on one side than the other, 
and we are satisfied that the disease is tubercular: on the contrary, we may 
find no great difference on percussion, each appearing somewhat dull; auscul- 
tation may indeed reveal blowing expiration, and coarse moist sounds nearly 
allied to gurgling on one side, while the breathing is only harsh on the other, 
and yet this may be only caused by a dilated bronchus along with the indura- 
tion, the apparent dulness being due to loss of elasticity of the ribs. It must 
be confessed that these cases give rise to very great difficulties in diagnosis ; 
the constitutional symptoms, however, very generally point more distinctly to 
one form of disease than the other, and if we follow this suggestion, in a 
careful analysis of each of the signs just enumerated, we shall probably come 
to a correct conclusion. Certainly the most trustworthy evidence of tuber- 
cular disease at the posterior part of the chest is derived from the coincidence 
of signs in the clavicular region; fallacy there (e. g., a dilated bronchus mis- 
taken for a cavity) only arises from taking one sign as sufficient to prove the 
existence of tubercle. Sound principles demand that when we. assign to 
blowing, breathing or gurgling sounds this cause, we should also have distinct 
evidence of very advanced consolidation, because tubercular matter is not 
evacuated until the separate masses have been closely aggregated together. 

These circumstances have been gone into with some minuteness because the 
cases are very apt to be misunderstood; the moist sounds passing from fine 
to-coarse, as we descend,is just what we expect to meet with in bronchitis, 
and the mind is very readily satisfied with the explanation of all the constitu- 
tional symptoms which this disease in its chronic form affords, when it is very 
apt to simulate phthisis; the important point is overlooked that phthisis may 
simulate bronchitis: to guard against such an error demands close scrutiny 
and careful reasoning, for it must be remembered that the prognosis in the 
two disorders is widely different. 


D. The difference on percussion may be unobserved because of 
the thickness of the walls of the chest. 

‘a. Commencing pneumonia in one lung may be indicated by 
fine crepitation with exaggeration of voice, or there may be only 
a few moist sounds from irritation of the bronchial tubes, or even 
‘this may be wanting, and nothing but exaggeration of the voice 
‘be found; these differences merely depending upon the distance 
‘from the surface at which the fibrinous effusion is taking place, 
the overlying lung tissue being resonant and but little implicated 
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in the disease. Vocal resonance, therefore, taken along with 
general symptoms, occasionally becomes a valuable distinguishing 
sign between pneumonia, and bronchitis of one lung, which no 
doubt has been often mistaken for it. Friction in the very early 
stage of pleurisy, before dulness can be detected, sometimes indi- 
cates the form which the inflammation is about to take, for un- 
doubtedly the constitutional symptoms are very often pronounced 
before the physical signs give us any very definite information. 

6. Dulness at the apex posteriorly is very apt to be overlooked. 
The restriction of moist sounds to the apex is a very important 
sign, because of the natural tendency of the fluid in the bronchial 
tubes to gravitate to the base of the lungs. All the superadded 
sounds mentioned, as occasionally heard in the clavicular region, 
when dulness is only slightly marked (Div. L, § 8), may be found 
over the scapula when no difference on percussion can be detected 
there; and in the supra-spinal fossa the crumpling sound is more 
frequently met with than anywhere else. 

e. When the ordinary signs of bronchitis prevail throughout 
one lung,-and are limited to the upper part of the other, we have 
great Teason to suspect that the disease has a tubercular origin, 
even when we cannot make out any sign of consolidation at all. 


Tn proportion as the thickness of the walls of the chest interferes with the 
evidences of change of structure derived from alterations in breath and voice- 
sounds and percussion resonance, so do the superadded sounds acquire import- 
ance. The cases included under ? 1 are therefore less dependent for their 
diagnosis on the latter characteristics than those in which the percussion 
sound is less distinct; but they may be of some use, as when, for example, 
with disease of the kidney, we are anxious to know whether effusion into the 
pleura be merely passive, or the result of intercurrent pleurisy ; the existence 
_ of friction would prove the presence of lymph. Still the right discrimination 
of all the cases mentioned in this section depends more upon the correct in- 
terpretation of other signs : whiffing breath-sound, for instance, is much more 
valuable than crepitation. 

_ In @2 we meet with two very important sounds—succession and metallic 
tinkling. The first of these cannot exist under any other circumstances than 
when air and fluid are present together in the pleura; the second, although 
liable to be mistaken for other sounds, is also, when pure, very distinct evi- 
dence of the same fact. But we must be able to assert the existence of 
pneumothorax when neither are heard, and we know that the effusion of fluid 
is a Necessary consequence of the presence of air. It is unnecessary to ex- 
plain why these sounds are sometimes absent; it is enough to be prepared for 
such an occurrence. It has happened to careless observers to mistake the 
gurgling sounds in the stomach for succussion; and by the best authorities 
the name of metallic tinkling is used when there is no pneumothorax: it is 
well to remember that ihe sound-is merely that of fluid dropping in a par- 
tially filled cavity of some size, whether that be in the lung or in the pleura. 
There is not any chance of a careful observer mistaking emphysema for 
pneumothorax. i 4 . 

The coincidence of fine crepitation with the other signs of pneumonia, as 
mentioned in 2'3, gives great certainty to the diagnosis; put this sign has been 
' more than once alluded to as a very common source of fallacy. Cases of 
tuberculosis in which crepitation at the back of the chest is very distinct . 
are rare; but they are to be borne in mind, especially when the history does 
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not correspond with the suggestion which this sound gives of the existence 
of pneumonia. Tubercular deposit limited to the base, or more advanced 
there than at the apex, is that condition which causes the greatest difficulty 
in diagnosis with reference to the posterior region: such cases may be mis- 
taken for pneumonia, but are more commonly confounded with bronchitis, as 
explained in @ 4. 

There is less chance of error when one lung is slightly emphysematous at 
its lower part, than when the same condition exists at the apex. If the sounds 
of bronchitis be limited to the resonant side, no mistake can be made, whether 
the difference on percussion be rightly or wrongly interpreted ; if they be heard 
on both sides, although more distinct on the duller one, the suspicion of con- 
solidation there is not so apt to mislead as it is in the clavicular region: the 
possible varieties are detailed in the preceding pages chiefly in order that the 
student may be able to give to himself a consistent explanation of what he 
hears. 

The cases of real difficulty are enumerated in 3? 4, and though perhaps 

- enough has been there stated to show the grounds upon which diagnosis is to 
be made, a recapitulation in a less formal method may serve to make them 
more intelligible. We may at once exclude those in which some faint stetho- 
scopic indication ekes out general symptoms, and shows that pleurisy or 
pneumonia is impending, or is actually present in minor degree, or is deep 
seated. Auscultation can do no more than lend a feeble aid, and no great 
reliance is to be placed upon it. We may also exclude those in which only 
imperfect information is derived from percussion, because the walls are too 
thick and unequal (e. g., in the scapular region) to produce definite results, 
while the other auscultatory phenomena are well marked and distinct. The 
cases to which we now refer are those in which the sounds of bronchitis are 
taken for something else, or those dependent on other causes are supposed to 
indicate its presence. ; 

The sounds produced by bronchitis include two very distinct classes—the 
sonorous and moist sounds: the former are not apt to cause mistakes; and 
the only point to be remembered is, that when confined to one part of the 
chest, there is probably some cause for their localization, which must be 
sought for in consolidation or dilatation, or may be more vaguely traced out 
in a history of previous inflammation of the lung ; and thus, while explicitly 
pointing to bronchitis, they may be the means of detecting other and more 
permanent disease. - Moist sounds, again, vary very much in character; and 
the range of those which may be caused by bronchitis, and nothing more, is a 
very wide one: it is true in a general sense, that very fine sounds, even when 
not quite what may be called crepitation, are most probably excited by fibrin- 
ous or tubercular deposit, and that very coarse or large bubbles are only 
heard when there is a cavity; but these limits cannot be strictly defined. One 
leading characteristic of the bronchial exudation is its tendency to accumulate 
in the lower part of the chest, and therefore it is there that we seek for it; 
and in a large proportion-of cases moist sounds, heard there only, are dis- 
tinctive of bronchitis. The exceptions are so few, that if heard equally on 
both sides, except there be something incongruous in the history of the case 
—hemoptysis, quick pulse, &c.—it does not demand any very close investiga- 
tion: it is only when they are confined to one side that we have to inquire 
whether there be not some consolidation or dilatation of the lung-tissue ex- 
isting at the same time; and when consolidation is found, the probabilities 
are very greatly in favor of past or present inflammation—very much against 
tubercle. 

When the superadded sounds are not limited to the base, there may be 
found in the clavicular region or over the scapula sounds which closely re- 
semble crepitation; but we may at once dismiss the idea that the whole of 
them can be caused by pneumonia, unless the constitutional disturbance be 
very great indeed, and we are reduced to the hypothesis of disseminated 
tubercle or of bronchitis: we have the same hypothesis to deal with, when 


SUMMARY. 249 


the sounds at the apex are either coarser or sonorous. If the deposits of 
tubercular matter be very wide apart, they may not produce any definite signs 
of consolidation—generally there is a difference between the two apices, but 
not invariably: the more nearly the sounds at the apex approach to crepita- 
tion, the more distinct the evidence will be. 

The cases are naturally divided by their history into the acute and chronic; 
those of recent date, with simply mucous expectoration or mixed mucilaginous- 
looking sputa; and those of long standing, in which the secretion is distinctly 
purulent or muco-pus. In recent cases the mode of incursion very often in- 
dicates the character of the disease, and is really much more trustworthy than 
the physical signs: in childhood the sounds may be clicking or squeaking, 
such as in adults we seldom meet with but in phthisis, and yet the case may 
be simply bronchitis; it is at this age, too, that we most frequently find the 
equally disseminated tubercular deposit, which fails in giving evidence of con- 
solidation. The true nature of such cases can only be determined by their 
history and general symptoms. Sonorous sounds at the apex are less likely 
than any other variety to have a tubercular source when moist sounds exist at ° 
the lower part of the chest : in adults, when tubercles are present, the sound, 
of whatever character, is generally as distinct in front as at the back of the 
chest, and very probably more so on one side than on the other. 

In chronic cases the history is often so similar, whether there be tubercle 
or not, that less aid is derived from this source; still, we may have a report 
of hemoptysis, or suspicion may be aroused by the extreme rapidity of the 
pulse, the-ine thin skin or clubbed nails of phthisis; and so great is the im- 
portance of such correlative symptoms, that the stethoscopist may be wrong, 
and the man who never practises auscultation, right, in the interpretation of 
tubercular disease of the lower lobes: all the physical signs are readily ex- 
plained by the hypothesis of bronchitis, and the general symptoms are attri- 
buted to the same cause. = 

Then, on the other hand, a more common error is to be guarded against 
that differences of sound at the apices necessarily indicate tubercles : rigidity 
and dilatation of tubes is so frequent in chronic bronchitis, producing a cer- 
tain amount of blowing, breathing, and giving a degree of coarseness to the 
moist sounds in one part of the lungs, while a slight amount of emphysema, 
or the closure of some tube with mucus, causes a suppression of all sound 
in another, that it is not difficult to account, in a general way, for changes in 
breath-sound and varieties of moist sound met with when there is no tubercle; 
but they are apt to mislead the inexperienced. 

The difficulty of ascertaining the exact condition of the lower lobes, so far 
as the breath-sound is concerned, is very often increased by the closure of 
tubes just alluded to; and when the secretion is very abundant or much in- 
spissated, no sound may reach the ear over a large portion of the posterior 
region, except a few large coarse bubbles. 


ae ts SUMMARY. 


a 


In reviewing the facts which superadded_ sounds really teach, 
we find, first, that their presence is a direct indication that some- 
thing is wrong, even when the comparison of breath and voice- 
sound with percussion resonance fails in pointing out that there is 
any change of density in the part; secondly, that in such cireum- 
_gtances the sound is probably due to bronchitis; thirdly, that 

when its character is quite local, we have reason to suspect that 
there is some localizing cause, but there is nothing in the sound 
itself which can warrant us in pronouncing decidedly upon the 
nature of that cause; fourthly, that when combined with other 
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physical signs they rather tend to show the stage of the disease 
than its real character. When the student has been well trained 
in the principles of diagnosis, he may after a time pronounce with 
comparative certainty on the condition of a patient from the sim- 
ple evidence of superadded sounds in a large number of cases, 
especially when they are heard in the posterior and lateral 
regions: such a proceeding, however, at all times liable to error, 
ought to be carefully avoided by a learner, and even persons of 
great experience fall into mistakes when trusting to superadded 
sounds in the clavicular region, where their indications must be 
regarded as more uncertain. It is of great importance that this 
principle be kept steadily in view; the stethoscope, and medical 
diagnosis altogether, are constantly brought into discredit by 
conclusions regarding the state of the lungs being based on the 
evidence which these sounds afford,*to the exclusion, not only of 
general symptoms, but even of the other physical signs, which 
are far more trustworthy in judging of change of structure. 
The presence of some superadded sound is, indeed, readily 
detected, and affords at once conclusive evidence that there is 
something wrong, while the comparative estimate of changes in 
breath and voice-sound and in percussion resonance requires 
careful examination and logical reasoning to insure correctness; 
and we are-too prone to adopt the easier and shorter, method: 
but this very facility in the one case is apt to lead to hasty gene- 
ralizations and false deductions, which are more likely to be 
guarded against by the caution and accuracy required in the 
other. 

The interrupted sounds for the most part show that there is 
some obstruction to the entrance or exit of air, which is overcome 
in a succession of jerks or explosions, varying in magnitude and 
frequency from the finest of crepitation to the coarsest of gurg- 
ling sounds; and, with certain qualifications, its fineness or coarse- 
ness is a measure of the size of the tube or space in which the 
sound is formed. But if the cause be one of general operation, 
the obstruction in the larger tubes interferes with the entrance of 
air into the smaller, and hence in simple bronchitis the sounds 
are seldom of the finer kind: whereas, in pneumonia and tuber- 
culosis the irritation is limited to the smallest tubes, and the finer 
sounds are developed: and this remark will be found true of the 
moist sounds heard in each disease, even if the hypothesis should 
be subsequently verified that true crepitation is produced by a 
wholly different mechanism, and is absolutely as well as relatively 
a dry sound. The interval occurring between the explosions, 
when they are few and coarse, or squeaking, varies chiefly with 
the relative viscidity of the fluid: bubbles of air passing through 
pure pus, must of necessity be much larger than those passing 
through simple serum. The metallic timbre which interrupted 
sounds sometimes present, is only produced by echo in a large 


SUMMARY. 208 


space, which contains little fluid; it is alike present when the 
noise is caused by the bursting of a bubble, or the falling of a 
drop; the metallic bubbling is the commoner circumstance in a 
large cavity, the metallic dropping in the pleura itself, but dis- 
tinct dropping does also occur in large cavities. 

The continuous sounds have no character in common, beyond 
that which their name implies. Sonorous sound teaches that the 
air is thrown into vibration by some minor obstruction to its 
passage; there may be some plug of mucus which, itself vibrat- 
ing like the reed of a musical instrument, produces a correspond- 
ing sound in the air, and converts a bronchus into a hautboy; or 

‘there may be some constriction of the tube which causes the air 
to pass with a hissing noise. ‘It is supposed that the graver 
sounds are always produced in the larger, and the shriller tones 
in the smaller tubes. Friction sound is rather a curiosity than 
one which is readily available in diagnosis; pleurisy can be very 
well ascertained without it, and in the cases in which it might be 
expected to be of most value, when fibrin is poured out without 
serum, it is commonly so rough and coarse that it resembles cre- 
pitation rather than ordinary friction. Crumpling and creaking 
sounds indicate some hindrance to the expansion of the lung, and 
are therefore only of value when other abnormal sounds at the 
apex are wanting, or when at the base we find difficulty in ex- 
plaining the meaning of dulness. : 

No mistake is more frequently made in the interpretation of 
superadded sound, than the assumption that when heard at the 
apex, it is a certain indication of tubercle. The probabilities are, 
undoubtedly, very greatly in favor of such a conclusion ; but it 
is precisely in the rare cases, which are not tubercular, that skill 
in correct diagnosis is most valuable in regard to treatment, and 
where its exercise requires the most careful consideration of all 
the circumstances. It were far better for their patients that medi- 
cal men never took a stethoscope into their hands, and trusted 
solely to general indications, than that they should stop short of 
the knowledge necessary to enable them to discriminate such 
cases, : 


= 


oe 


252 


CHAPTER XX. 
DISEASES OF THE RESPIRATORY ORGANS. 


§ 1. Laryngitis—Acute and Chronic—Cidema of the Glottis—to be 
distinguished from Pressure on the Trachea—§ 2. Tracheitis, or 
Croup—Orowing Inspiration—§ 3. Pneumonia—its History and 
Symptoms—its Auscultatory Phenomena—Inflammation of the 
Upper Lobe—Abscess— Gangrene—Complications—§ 4. Pleurisy 
—its Harly Stage—its Advanced Stage— Complication with Pneu- 
monia—Passive Effusion—Causes and Complications—Pleuro- 
dynia—§ 5. Pneumothorax—its History and Symptoms—the Pre- 
sence of Fluid—§ 6. Bronchitis—Acute and Chronic—Bronchor- 
rhea—§ 7. Emphysema—its Complication with Bronchitis—§ 8. 
Asthma—distinguished from Emphysema—Hay Asthma—§ 9. 
Phthisis Pulmonalis—its History and Symptoms—Auscultatory 
Phenomena—their Rational Haxposition—§ 10. Tumors—§ 11. 
Hooping- Cough—§ 12. Chest Diseases in Childhood. 


HAVING in the previous chapters attempted to analyze the va- 
rious auscultatory phenomena which are to be met with in exa- 
mining the chest, let us now take into consideration the diseases 
to which they owe their origin, in order that we may compare 
with the facts elicited by percussion and auscultation, the history 
and general symptoms, and ascertain what influence each of them 
ought to have upon any hypothesis which may be suggested for 
their explanation. In this chapter will be included the subject 
of phthisis pulmonalis, although it be not properly a local dis- 
ease, and claimed a passing notice in the earlier part of the vo- 
lume as one of the depraved constitutional states; it was then 
found impossible to enter on a consideration of the indications 
which auscultation affords, and it has been thought better to place 
it in contrast with bronchitis, to which, in many respects, it bears 
a close resemblance. Here, too, we must refer to aneurism of 
the aorta and its subdivisions, as one very common form of tumor 
in the chest, although diseases of bloodvessels belong to another 
division of the subject. Hooping-cough and croup, while they 
have each some claim to be regarded as epidemic, and popu- 
lar belief runs strongly in favor of the infectious character of the 
former, are yet neither of them sufficiently understood, in a sci- 
. entific point of view, to enable us to classify them, except as affec- 
tions of the respiratory organs. . 


§ 1. Laryngitis—This affection occurs in two very distinct 
forms, the acute and the chronic, which differ from each other 
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very greatly in severity, and even in character, so that it is only 
when some fresh accession of inflammation has occurred, that the 
chronic disorder assumes any practical importance. 

In most cases of acute laryngitis the attention is at once arrested 
by a hoarse, prolonged, rather laborious inspiration, interrupting 
the speech, and causing the patient to stop and take breath, while 
the voice is hoarse, or there is complete aphonia. The history 
may generally be summed up in a few words: after some expo- 
sure, the patient has “caught cold,” sorethroat being the promi- 
nent symptom, and difficulty of breathing having come on early. 
The sorethroat, the painful deglutition which usually excites 
coughing, and the hoarseness in the early stage, are very import- 
ant, as indications of the serious malady impending, as well as 
valuable guides when it is more completely developed ; because 
the amount of redness of the fauces bears no proportion to the 
pain and difficulty of swallowing which the patient complains of. 
We are thus at once enabled to exclude common quinsy, which 
gives rise to the same symptoms, unaccompanied, however, by 
either_hoarseness or dyspnoea, in any marked degree; the disco- 
loration in laryngitis, too, has generally a livid hue. — 

The progress of the disease 1s very characteristic: at intervals 
the difficulty of inspiration is much increased, and then a period 
of comparative quiet probably follows; but these spasmodic at- 
tacks rapidly increase in frequency and urgency, till each inspira- 
tory effort assumes a convulsive character, the face grows dusky 
and is covered with clammy perspiration, the shoulders and cla- 
vicles are heaved upwards in laborious breathing, the larynx 
moves up and down in a tumultuous manner, and instant suffoca- 
tion seems impending; the patient can scarcely make the attempt 
to speak, or if he do, it is only in a short, hoarse whisper. 

At the commencement of the attack there is usually a good 

deal of febrile excitement, a hot skin, quick, firm pulse, and flushed 
face: as the insufficient aeration of the blood goes on, and begins 
to tell on the constitution, the pulse fails in power and increases 
in rapidity, the skin tends to coldness, the flush on the cheeks is 
changed to a dusky tint. All this bears upon correct diagnosis, 
although what it teaches be simply that there is some obstruction 
‘to the entrance of air into the lungs: the consciousness of the 
patient, indeed, points out that it is in the larynx; but we know 
that any cause might have the same effect upon the breathing, 
which opposed a similar obstacle to the inflation of the lung: 
such circumstances, we shall find, perplex the diagnosis of the 
chronic affection. sk 

As in many other diseases of the respiratory organs, the patient 
suffering from acute laryngitis usually assumes the sitting posture; 
he cannot lie down with ease, but shows more restlessness and 

anxiety than under any other affection: cough is never proml- 
nent, perhaps rarely present, for the patient cannot fill his lungs 
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sufficiently to produce it. His sensations point simply to the 
larynx, except that now and then there may be pain at the lower 
end of the sternum, caused by the labored inspiratory movements. 
The evidence derived from auscultation and percussion is entirely 
negative: wherever the stridulous laryngeal noise does not pre- 
vent the breath-sound from being heard, the indications are those 
of health. | 

Besides this form of laryngitis, which may be termed the idio- 
pathic, it is met'with as a consequence of injury, such, for example, 
as the entrance of an irritant fluid or gas into the trachea: it 
supervenes, as already mentioned, on the chronic form ; or it as- 
cends from the inflated trachea of croup, or descends from the 
inflamed fauces of quinsy. Its association with croup and the 
means of discriminating the two diseases will come under our 
notice in the next section: in each of the other cases, the history 
and symptoms are primarily those of the preceding affection ; and 
a knowledge of its existence prepares us for the correct interpre- 
tation of sudden dyspnoea, raucous breathing, and symptoms of 
suffocation when the laryngitis supervenes. 

There is also what may be termed a bastard laryngitis occa- 
sionally met with, consisting of cedema of the glottis. It is prin- 
cipally associated with the sorethroat of erysipelas, and with 
renal disease: and this would lead to the belief that it has the 
character of low phlegmonous inflammation rather than that of 
simple serous effusion. But the swelling of the vocal cords from 
this effusion is the dangerous circumstance, and that which brings 
it into association with laryngitis. The symptoms are less severe, 
and the inflammatory fever is absent; the dyspnoea, however, is 
sometimes equally urgent: the correct interpretation of the cha- 
racter of the obstruction is chiefly inferential; the coexistence of 
the other forms of disease excludes the idea of acute or sthenic 
inflammation ; and when disease of the kidney is present, even if 
unknown, there is generally external swelling of the throat, as 
well as internal cedema. 


The absence of auscultatory phenomena, indicative of disease of the lungs, is 
most important in regard to treatment. I have more than once seen the opera- 
tion of tracheotomy performed without even a transient relief to the sufferer ; 
with indeed, in one case, manifest injury, from the excitement and alarm it 
produced. In these cases the diagnosis was based on insufficient premises : 
there were, it is true, the sudden invasion after exposure, the rapid progress, 
the inflammatory fever, and the extreme dyspncea, with discoloration of the 
face; but neither had there been sorethroat nor aphonia, and unmistakable 
“signs in the lungs showed that if the larynx were implicated it was only 
secondarily: post-mortem examination revealed what is not inaptly called 
broncho-pneumonia of the most extensive kind, in each of these patients. 
The propriety of the operation must entirely rest upon the correct interpreta- 
tion of the causes producing the suffocation which it is intended to relieve; 
but it is even more apt to be undertaken with a wrong impression when urgent 
pie aE supervene in chronic cases, than when the disease is from the first 
acute. 
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Aphonia is a very good measure of the extent of the inflammation, or rather 
of its progress, and of the effects it has produced. When the hoarseness has 
passed rapidly into complete aphonia the affection is unquestionably a grave 
one. Feeling an inability to produce any laryngeal sound, the patient may be 
content to speak in a whisper; but it is to be remembered that this does not 
of necessity imply the existence of aphonia; and if no effort be made to pro- 
duce articulate sound, we have at least the right to suspect that the patient, 
may have the power to do so, but does not exercise it. This is one of the com- 
mon manifestations of hysteria, but is not likely to be mistaken for acute laryn- 
gitis ; it is rather the chronic affection which it simulates; and along with the 
aphonia there may be an unnatural barking cough, which tends to make the 
counterfeit more complete : in such circumstances tracheotomy has been per- 
formed without the very slightest necessity, in consequence of mistaken diag- 
nosis. More commonly hysterical aphonia lasts for months or years, the 
patient all the time being able to speak aloud if she but made a real effort. — 


In chronic laryngitis the disease is not only of much longer 
duration, but of much less severity; and except when an acute 
attack supervenes, there is at no time urgent dyspnoea. The in- 
spiratory act is sometimes noisy, and more labored than natural; 
but generally the voice is much more affected than the breathing: 
it becomes rough and. harsh, or husky, or may be lost. Chronic 
laryngitis is connected especially with two other forms of disease, 
the tubercular and the syphilitic, and it is therefore important to 
make out from the history and symptoms whether either of those 
cachexies may exist as its cause. In some cases disease in the 
larynx and trachea has proceeded much further than in the lungs, 
where only a few miliary tubercles exist—phthisis laryngea it 
used to be called ; and then its tubercular nature is not so readily 
made out: to one accustomed to watch all the indications of dis- 
ease there is something very characteristic in the altered voice of 
phthisis, caused no doubt by the circumstance that such inflam- 
mation of the glottis tends to ulceration rather than to thickening 
of the cords. In the syphilitic form we trust more to the exist- 
ence of secondary symptoms of any sort than to the history of 
infection, which the patient may have an object in denying. 

Besides these varieties, chronic laryngitis may be left after a 
more acute attack of the idiopathic kind has passed away; and 
there would also seem to be some tendency to a recurrence of 
the disease in a chronic form, after any exposure, in a person who 
has once suffered from the acute disorder. In other instances we 
find it associated with disease of bone or cartilage. i 
~ The general symptoms depend more upon the condition of the 
patient in other respects than-upon the severity of the local ail- 
ment, which is not such as to materially affect the health. There 
is frequently a feeling of soreness, or dryness of throat, with some 
difficulty in swallowing; occasionally the act of deglutition excites, 
cough, which may end in retching: in many cases these symp- 
toms are wholly wanting. There is usually tenderness on pres- 
gure over the larynx; any alteration in form, or any degree of 
fulness, would lead us to suspect disease of bone or cartilage. 
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Cough is very generally present, is harsh, and sometimes peculiar 
in tone; but less so, as a general rule, than in affections of the 
trachea. 

The disease most liable to be confounded with chronic laryn- 
gitis is aneurism of the aorta: any tumor in the same situation 
would produce similar results; but practically this is the cause 
which most commonly originates them. By some physiologists 
it has been assumed that the symptoms are produced by pressure 
on the laryngeal nerves, especially the recurrent; but no doubt 
much is due to the irritation produced by its actual contact with 
the trachea itself. The only conclusive evidence is the discovery 
of the tumor: a suspicion, indeed, that the dyspnoea and cough 
may not be the effect of laryngitis, will probably be suggested 
by the absence of soreness in the throat, and the character of the 
voice, which is not absolutely hoarse, but has rather a cracked 
sound, and is wanting in power; the sound of the cough is not so 
rough, but generally more harsh and clanging. Such circum- 
stances, however, only amount to bare suspicion: more value may 
be attached to the fact that while there is no soreness of the throat, 
there is often a peculiar dysphagia—a sensation of the food stick- 
ing fast in the gullet, which, like the changes in breathing and 
voice, may be partly due to interference with nerves, partly to 
pressure on the cesophagus. , 


§ 2. Tracheitis, or Croup.—Crowing Inspiration——Acute inflam- 
mation of the entrance of the air-passages in childhood is an 
affection quite suz generis. It is not here our business to enter 
upon its pathology, but merely to point out that, while in the 
- adult the inflammation is commonly limited to the larynx, or at 
least derives all its importance from the inflammation attaching 
itself to the opening of the glottis, in childhood the trachea is 
the chief seat of the inflammation; the larynx and the fauces are 
usually involved secondarily and to a less degree. The chief ex- 
ception to this is found in the diphtheritis which often prevails 
epidemically on the Continent; it clearly commences in the upper 
part of the pharynx, and very often terminates in true croup. 
(See Chap. XXIV. § 2.) 

In the history of the case we either find that the child has been 
ailing for two or three days, with symptoms of cold attended by 
hoarseness, or that the antecedents have been so slight as to have 
escaped notice, and that the child was waked up in the night in’ 
a state of high fever, with a loud clanging cough and considerable 
difficulty in breathing. The attendant phenomena always indi- 
- cate very marked febrile disturbance; the skin is hot, the pulse 
quick, and the face flushed, and the progress of the symptoms is 
closely analogous to those already mentioned in laryngitis. 
Hoarseness is an indication which deserves a first place among 
the evidences of the disease, because it is one which so seldom 
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attends the common colds of childhood ; next, if considered along 
with other circumstances, are the peculiar croupy inspiration 
which follows a fit of coughing, and the brassy or ringing noise 
of the cough itself; when taken alone, these signs have often led 
to mistaken diagnosis. As the disease proceeds, membranous 
shreds of lymph may be coughed ‘up or expelled by vomiting, 
or patches of lymph may be seen on the fauces; this renders the 
diagnosis of the disease quite certain; but in some case no mem- 
brare at all is found, the trachea and bronchi are simply inflamed 
and bathed in purulent secretion. Auscultation of the chest 
reveals noisy breathing, mixed with a variety of clacking or 
moist sounds, according to the character and extent of the se- 
cretion. 

In attempting to discriminate between croup and acute laryngitis, we have 
first the very broad distinction that the one is a disease of childhood, the 
other of adult life; a form of tracheitis is indeed sometimes found in young 
adults, in which fibrinous exudation lines all the tubes, even to their minute 
ramifications ; but this is confessedly so rare that it may be left out of account. 
Next we have the circumstance that, except when lymph is visible in the 
fauces, there is no sore throat or difficulty in swallowing; and lastly, the 
stethoscopic signs of affection of the tubes, which, though obscured by. the 
noisy breathing, are nevertheless capable of being discriminated. These in- 
dications also bear upon the important question of tracheotomy. Powerful 
to save life, when the larynx only is involved, it is generally absolutely use- 
less when the bronchi are implicated, and not unattended with danger; the 
absence of stethoscopic evidence of bronchial inflammation, and the existence 
of sore throat, or lymph on the fauces, would justify our entertaining the 
peeponiiien if it ever ought to be practised in croup; the more abundant the 
ymph about the fauces the less probability is there of its having passed to 

,any considerable distance along the trachea. Both affections are alike liable 

, to exacerbations and remissions, which are probably of spasmodic character ; 
but in croup there are also violent fits of coughing, which are comparatively 
rare in laryngitis. 

Crowing inspiration, or false croup, is often mistaken for the 
true, especially by those who are content with solitary indica- 
tions ; the appearance of impending suffocation is even greater in 
the spasmodic disease, and the inspiration following the temporary 
closure of the glottis, from which it derives its name, sounds very 
‘similar to that following a fit of coughing in croup; but in other 
respects the diseases differ very widely. The crowing inspiration 
rarely extends beyond the period of dentition, with the irritation 
‘of which it is closely connected: it comes on suddenly, without 
preliminary catarrh, cough, or hoarseness; it is not accompanied 
by inflammatory fever, and as soon as the paroxysm has passed, 
the breathing is completely free from obstruction. In all these 
respects it stands in complete antagonism to the true croup. It 
is evidently a paroxysmal disease, and more nearly related to the 
convulsions than the inflammations of childhood, as shown by 
spasms of the flexors of the thumbs and great toes, which is so 
frequently observed during the attack: it is especially associated 
with disorder of the prime vie, inflamed gums, and impetigo 
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capitis leading to enlarged cervical glands. By some pathologists 
enlargement of glands has been supposed to be its ultimate cause; 
that of the thymus gland, especially, tending to produce pressure 
on the laryngeal nerves: probably the two affections only stand 
- to each other in the relation of common effects from the same 
cause; imperfect nutrition alike manifesting itself in convulsion, 
in cutaneous eruption, enlargement of glands, and faulty assimi- 
lation. 


§ 8. Pneumonia.—Inflammation of the substance of the lung 
generally presents itself to our notice only in the acute form; 
chronic pneumonia is sometimes the accompaniment of rapid 
tuberculosis, and will only occupy our attention as one of the 
complications of that disease. Its history is, therefore, recent; 
nor do we find that the patient has been liable to similar attacks 
at previous periods. We only learn that, after some sort of ex- 
posure, severe cold has been caught: in its commencement there 
may have been rigor, or pain in the side; but these phenomena 
are often absent. It is always attended with more or less of 
inflammatory fever, as indicated by the heat of surface, coated 
tongue, quick pulse, &c.: occasionally the combination of in- 
creased arterial action and insufficient aeration of the blood toge- 
ther produce a peculiar dusky flush on the cheek, which is very 
striking. The breathing is hurried, and in severe cases the 
number of inspirations in a given time exceeds the normal stand- 
ard in a much higher ratio than the acceleration of pulse. The 
cough is hard and dry, especially in the earlier stages, the tough 
adhesive phlegm being brought up with difficulty, and presenting 
very soon a rusty color from an intimate admixture of blood:" 
the expectoration is much more abundant and more distinctly 
blood-tinged when the type of the inflammation is lower in de- 
gree. Pain is sometimes complained of, from the presence pro- 
bably of slight complication of pleurisy, and the patient has a 
general sense of illness much more decidedly than in bronchitis, 
for example. : 

The distinctness of the auscultatory signs depends very much, 
upon the position of the inflammation, whether near the surface 
or deeply seated. It attacks the lower and back parts of the 
lungs very much more frequently than the upper and anterior 
portions, and we have therefore much more confidence in the 
diagnosis when observed somewhere behind or to either side: 
the percussion dulness is not complete, and generally not very 
extensive: in parts the breathing is suppressed, in parts much 
exaggerated, but nowhere entirely absent, even down to the very 
edge of the diaphragm; the expiratory sound is longer in pro- 
portion to the inspiratory than in health, and when much exagge- 
rated it becomes very loud and blowing, with a whiffing metallic 
or brassy character, commonly called tubular breathing. The 
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voice-sound is increased, and becomes diffuse, ringing, or metallic; 
but it has neither the sharpness of that produced in a large cavity, 
nor the shakiness of that which accompanies the effusion of fluid. 
When fine crepitation is distinctly heard as accompanying the 
foregoing phenomena, the diagnosis may be pronounced with 
certainty: the sound is not heard over the whole of the hepatized 
portion of the lung, but more commonly towards its edges, and 
sometimes only when a deep inspiration is made. The period of 
the disease during which really fine crepitation is audible—that 
form of it which consists of very fine crackling, heard only at the 
end of each inspiration—is limited, and is soon succeeded either 
by its almost total cessation, or by its gradual transition through 
coarse Crepitation into true moist sound. Sonorous sound is 
sometimes heard in consequence of the presence of bronchitis; 
and not only does acute bronchitis accompany pneumonia, but it 
may precede it, and among the aged is very often its exciting 
cause. In such cases the history is a good deal modified, and the 
auscultatory phenomena are not so distinct. 

The condition just described is that of the fully-developed dis- 
ease: but the practitioner may have to treat a case-in an earlier 
_ stage, when the history is such as leads him to suspect inflamma- 
tion of the lung, while yet there is no evidence of consolidation. 
He only finds that on one side the breathing is weaker than on 
the other, and then undoubtedly fine crepitation is among the 
surest and the earliest indications of what is going to happen; 
but while he fails in no part of the treatment which the general 
condition of the patient and the probability of the invasion of 
pneumonia would indicate, it is wise to abstain from a positive 
diagnosis until the signs be more fully developed, in order that 
he may not be misled in his judgment of subsequent symptoms, 
which may prove the disease to be something else, bronchitis or 
pleurisy, for example. 

It must be remembered, too, that when pneumonia is deep 
seated, its presence will scarcely be marked by any physical signs 
at all; but if sufficient regard be paid to the whole category of 
symptoms, we may be contented if the diagnosis derive confirma- 
tion, from superficial weakness or deficiency of breathing, with 
local exaggeration of voice-sound, especially when these indica- 
tions are met with at the side of the chest, at a distance from the 
large tubes, while percussion elicits no dulness, and auscultation 
detects no crepitation. In-either of these cases the practitioner, 
by causing the patient to cough, or even only to talk, and thus 
securing deep inspiration, may develop the absent phenomenon 
of crepitation. One form of pneumonia in particular belongs 
to this class; it is that dependent on secondary suppurative 
fever with pyemia. The small foci of purulent pneumonia are 
rarely to be discovered by auscultation; and the supervention of 
cough, with any alteration in the breath-sound on one side of the 
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chest, is enough to show that secondary suppuration has attacked 
the lung: but here the question of which organ is attacked is 
merged in the more important one of a general crasis of the blood, 
indicated by the symptoms of suppurative féver. 


The great error of physical diagnosis, in asserting that fine crepitation is 
pathognomonic of pneumonia, has been already mentioned. It may be quite 
true that there is one form of it which is never heard in any other condition 
of disease (yet even this may be exactly simulated by coarse friction-sound) ; 
it may be also true that, if this form be clearly and distinctly heard, pneu- 
monia is certainly present; but if we take all the varieties of crepitation into 
account which we do hear in true pneumonia, they are clearly not confined to 
it. It is equally false to assume that crepitation is a certain indication of 
pneumonia, and that its absence proves the disease to be of some other kind. 

The real value of crepitation is only as it confirms or is opposed to other 
signs of disease: when no other symptoms of pneumonia accompany its pre- 

sence, we must seek for some different explanation of the phenomenon; its 
entire absence may lead us to suspect that we have been wrong in attributing 
other symptoms to pneumonia; but if that evidence be distinct, its degree of 
coarseness need not be regarded ; nay, even when the character of the sound 
is entirely altered, and accompanies expiration as well as inspiration, it still 
does not stultify the diagnosis of pneumonia, but only shows that an unusual 
amount of serous exudation has taken place—a fact which the character of 
the expectoration will probably sufficiently ratify. 


Pneumonia is most frequently found in the lower lobes, and we 
consequently place most reliance upon the auscultatory pheno- 
mena when observed in that situation; we receive their evidence 
with more hesitation when confined to the upper lobe; and when 
the whole lung presents the same character of dulness, blowing 
breathing, and crepitation, we may be certain that, unless the 
general symptoms be very grave indeed, the disease is partly, if 
not wholly, tubercular. 

_ In distinguishing fibrinous from tubercular deposit in the upper 
lobe, we must remember that very fine crepitation is rarely met 
with at the upper part of the lung: consequently, the more con- 
tinuous the sound appears, the more distinct its limitation to the 
inspiration alone, and the more equal its diffusion over a con- 
siderable space, the more probably it is caused by pneumonia. 
We have first to take into consideration the history of the case, 
the duration and general symptoms of the disease, and the cha- 
racter of the sputa; and next, to remember that, in such a situa- 
tion, if the parenchyma be infiltrated with lymph, dulness must 
necessarily be very marked; the vesicles are occluded, and the 
vesicular murmur will therefore be annihilated; the tubes remain 
open, are inflamed and indurated, and the breathing will conse- 
quently be very loud and whiffing, and the voice-sound brassy, 
and much increased in intensity. It will also be remarked that 
these changes are pretty equally extended to the whole lobe of 
the lung, and its margin pretty clearly defined by their extent, 
because they are often more marked towards its lower part than 
quite at the apex. 
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But not unfrequently pneumonia of the upper lobe is only en: 
grafted on previous tubercular deposit, and then the crepitation 
is coarser, the breathing less whiffing, the voice not so brassy ; 
the special signs and the general symptoms each approximate to 
those of phthisis, of which we have yet to speak (§ 9). One 
source of fallacy is when loud blowing breathing is heard in an 
empty vomica, and crepitation exists in its immediate neighbor- 
hood: but, if carefully examined, clicking or squeaking sounds 
will be found mingled with the crepitation, which is always coarse; 
the expiration is more blowing, and less whiffing; the voice-sound 
is less brassy, and more shrill; and careful percussion will detect 
a hollowness or wooden resonance over one particular point, 
which, under certain circumstances, presents what is called the 
ceracked-pot sound: still more, these characters are strictly local, 
and limited to the immediate region of the cavity; above, below, 
and on either side, are heard the sounds belonging to tubercular 
consolidation; and, above all, the history and symptoms are of 
phthisis, not of pneumonia. 


Pneumonia sometimes runs on to the formation of abscess. Apart from 
those cases which are due to secondary suppuration, this is a very rare event, 
and inasmuch as in its advanced stages the exudation becomes purulent, while 
the physical signs of complete consolidation around large tubes differ but 
little from those of a cavity, mistakes have often been made in the interpre- 
tation of abundant purulent expectoration, with loud blowing breath-sound 
confined to some particular spot at the base of the lung. It is true that care- 
ful auscultation would prove this to be more diffuse than cavernous breathing 
ought to be; but this fact may be overlooked: another consideration, how- 
ever, forces itself on our attention; when pneumonia terminates in abscess, 
some portion of the lung structure becomes disorganized, and pus evacuated 
from an abscess of this sort has always a fetid odor, and it is not safe to 
diagnose abscess of the lung in such circumstances where this character is 
wanting. This rule does not apply to secondary deposits which precede the 
pneumonia, gradually enlarging as the inflammation goes on. Such cases are 
very commonly called gangrene of the lung; but while there is undoubtedly 
destruction of some portion of the tissue, the primary condition is suppura- 
tion, and they may be readily distinguished from true gangrene by the appear- 
ance of the sputa: in the latter always brown or blackish, in the former chiefly 
purulent ; the odor in both is that of sphacelus, which impregnates the breath 
of the unfortunate patient, and is diffused throughout the apartment. Gan- 
grene is a much more fatal disease than fetid abscess, and is generally not im- 
mediately related to pneumonia. 2 i 
~ Ohronic pneumonia seldom exists independent of tubercles ; sometimes in 
a case of long standing, when the period of fever and rusty expectoration has 
gone by, we find evidence of consolidation, with coarse crepitation and moist 
sounds at the base of one lung. the absence of the tubercular diathesis 
we may hope, and if the patient get thoroughly well, we may believe, that it 
is a case of chronic simple pneumonia; but such are rare. 

_ Cases sometimes present themselves in which we find evidence of a low 
- form of pneumonia coexisting with some other disease, and we must be care- 
ful that the diagnosis of pneumonia, however clearly made out, does not 
cause us to overlook the complication. Fever, for example, often presents 
such a combination, when it may require very nicé diagnosis to say in how 
far the fever arises from the pneumonia, or the pneumonia from the fever. 
This is not merely an idle speculation, because important practical results in 
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regard to treatment depend upon the decision. When properly considered, 
the treatment of one or other disease will not be blindly followed; but the 
educated practitioner will ever bear in mind the two very opposite diseases 
he has to treat together, and modify his remedies to meet the exigencies of 
the case—especially when an acute inflammatory disease supervenes on @ 
chronic exhausting one. The combination with pleurisy will be subsequently 
referred to; its chief importance with regard to diagnosis comes from the 
manner in which it modifies the auscultatory phenomena; to its presence we 
must no doubt ascribe the circumstance, that sometimes the sound of crepi- 
tation, heard early in the disease, ceases, and instead of being replaced by 
blowing breathing, and other phenomena of advanced consolidation, the breath- 
sound itself becomes inaudible; it seems impossible that fibrinous deposit 
beginning near the surface should of itself cause a stagnation of the air in 
the large tubes, which can never be closed by such means; neither is there 
any reason why the sound of its necessary movement should not be transmit- 
ted to the ear, unless the lung be pushed aside by fluid. The condition 
already referred to, in which the presence of vesicular breathing at the surface 
prevents our hearing the blowing sound of deep-seated pneumonia is of quite 
a different nature. 

The coexistence of delirium is not to be regarded as a separate disease, but 
as one of the phenomena attending on severe pneumonia. It is of much im- 
portance in treatment, and when appearing early may lead to a suspicion that 
fever of the continued type exists along with the pneumonia, but does not 
necessarily imply this condition, as the altered character of the blood is suffi- 
cient to account for the cerebral disturbance. ; 


§ 4. Plewrisy—tIn its proper sense, one of the acute inflamma- 
tions of the chest, it commonly sets in with pretty smart fever 
and stitch in the side. We find from the history, perhaps, that 
there has been some exposure to cold, and that the attack com- 
menced with rigor. The ordinary symptoms of inflammatory 
fever are present, with considerable dyspnoea, manifested in quick, 
shallow breathing, with little movement of the ribs; the patient 
especially abstains from taking a deep breath, or making any 
attempt to cough, because the friction of the inflamed surfaces, 
caused by either act, excites or aggravates the sensation of pain; 
the character of the pain is sharp and darting, and it is referred 
to a spot just below the nipple, on the affected side. The face is 
seldom flushed, and the color is not dusky, because there is no 
obstruction to the oxygenation of the blood as it passes through 
the lung. In the early stage the patient seldom lies on the af- 
fected side, as he does at a more advanced period—probably he 
complains that such a posture increases his sufferings; at this 
time, too, the physical signs are few and indistinct. They con- 
sist simply of impaired movement of the ribs over the whole 
side, or more particularly over that part where the inflammation 
has commenced. The breath-sound is more or less suppressed or 
jerking, in consequence of the pain attendant on full and perfect 
Inspiration, while the expiration appears prolonged; and this 
suppression as it partially extends to the healthy side, tends to 
diminish the contrast between the two. The voice-sound is ge- 
nerally exaggerated at an early period over the seat of inflamma- 
tory action. Friction is sometimes heard very soon after the dis- 
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ease has commenced, and then there is always attendant dulness 
on percussion. Here the disease may stop, and no effusion of 
fluid occur. Occasionally in cachectic states the inflammatory 
fever proves fatal, with delirium and copious effusion of lymph, 
without any exudation of serum at all; in such cases the friction- 
sound may be very persistent and very grating, and heard over 
a large surface, imitating closely the crepitation of extensive low 
pneumonia. ‘These, however, are exceptional cases; the friction 
is generally transient, and the patient either recovers rapidly, or 
the inflammation goes on to the effusion of fluid. 

The duration of the disease, however, may be very prolonged ; 
and when the case first comes under observation, this circumstance 
alone does not exclude the possibility of pleurisy. It may hap- 
pen that the early stage is scarcely marked, that there has been 
no pain, no febrile disturbance, nothing to denote what is going 
on, till dyspnoea appears as the result of the pleura having become 
full of serum. The patient may have had pain in the affected 
side for weeks or months from some other cause—dyspepsia for 
instance; and it then becomes quite impossible to fix the date of 
the commencement of pleurisy. ae 

In the further progress of the case, dyspnoea becomes a more 
constant feature, ordinary breathing is interfered with; pain, if 
it have existed, subsides; the face is apt to be dusky or discolored ; 
and the patient very often seeks an erect posture, inclining to the 
affected side. Dulness on percussion is very manifest; at the base 
the sound is especially. dead, inelastic, and resistant: higher up, 
while it acquires some degree of elasticity the resonance nowhere 
presents the character of health. The breath-sound is absent at 
the base; above it is blowing, and the expiration prolonged. The 
only exception to this rule in simple pleurisy, arises from some 
part of the lung being tied down by old adhesion; but as it can- 
not be so on all sides without its being so generally adherent that 
there is no room for fluid, the characters enumerated will be 
traceable somewhere or other on the affected side. Towards the 
middle part of the chest, generally about the lower angle or spine 
of the scapula, the quivering or shakiness of the voice-sound, 
called zegophony, is perceptible. When the pleura becomes quite 

ull, the intercostal spaces bulge; the dulness passes the median 
line in consequence of the mediastinum being pushed over, and 
along with it the heart is displaced: this circumstance is to be 
observed earlier, and is always more palpable when the fluid is 
on the left side. The breath-sound is almost entirely suppressed : 
now and then the sound of friction may be caught, its position 
depending on the amount of fluid, the laws of gravitation, and the 
circumstance of air entering at all into the lung, and leading to 
relative changes of position between it and the parietes. After 
pleurisy has lasted some time, the recurrence of rigor, followed 
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by copious sweating, generally indicates the conversion of the 
serous effusion into pus; empyema as it is called. 

The pleura and the subjacent lung, being so closely connected, 
are very often simultaneously attacked by inflammation; perhaps 
the exposure to cold, which causes the pleurisy, at the same time 
gives rise to pneumonia, or to bronchitis. In the latter case the 
superadded sounds due to bronchial secretion accompany the 
changes in breath-sound more properly belonging to pleurisy: in 
other respects the physical signs are the same. But it is different 
with pneumonia: here the consolidation of the lung prevents its 
yielding so much to compression, and the fluid rises all around 
it; the upper lobe, which is not inflamed, yields to compression, 
and the evidences of pneumonia are confined to the central re- 
gions of the chest; necessarily modified by a stratum of fluid being 
interposed and giving rise to unusual dulness. While this dulness 
indicates pretty plainly the presence of fluid, the observer is sur- 
prised by the sound of breathing extending so far down, and for 
a moment doubts whether there can be effusion after all. In 
others of these complicated cases the signs of pneumonia may have 
been detected early, but the consolidation may not have proceeded 
far, or may have been limited to the outer part of the lung, which 
is then pushed so far away from the side of the chest by effusion, 
that the crepitation and blowing-sound cannot reach the ear, and 
the conelusion may be arrived at that very severe pneumonia 
exists when, in truth, it is very slight. In all of these cases we 
derive some instruction from the characters of the expectoration. 
Simple pleurisy shows nothing more than the ordinary secretion 
of mucus, which is brought up with difficulty or not at all; more 
abundant expectoration indicates pretty surely the existence of 
some degree of bronchitis; rusty expectoration most certainly 
that of pneumonia. 


It is well to limit the term hydrothorax to those cases of passive effusion 
in which the existence of fluid in the pleura is only one form of local dropsy ; 
not forgetting, however, that a low form of inflammation of serous membranes 
generally, is one of the most common occurrences in dropsy connected with 
Bright’s disease. Such cases, besides presenting the ordinary evidence of 
fluid in the pleura, are marked by the comparative rarity of true egophony, 
and the constant presence of the moist sounds of bronchitis, or rather bron- 
chorreea, as the necessary result of an cedematous state of the lung. The 
amount of fluid is never extreme when there is no inflammation, and very 
commonly it is found in both pleure, which is very uncommon in pleurisy. 

By the general statement that dulness extends in greater or less intensity 
throughout the whole side of the chest in which pleurisy with effusion is pre- 
sent, it is not meant to deny the existence of a sort of tympanitic sound at 
the apex, to which attention has been called by some auscultators. Tomy 
mind the name seems misapplied, and is apt to convey to students a wrong 
notion of what they are likely to hear. It somewhat approaches to the 
“cracked-pot” sound; and it is important to remember that this kind of — 
wooden hollow resonance may be heard when the only change in structure in 
the lung is condensation from the pressure of fluid below; it has been mis- 
taken for the resonance of a cavity. } : 
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It may sometimes be of use to the student to observe whether the relations 

of dulness and want of breathing to the rest of the chest be at all altered by 
change of posture; the gravitation of the fluid, and floating of the lung upon 
its surface, bringing the breath-sound to a locality where before it was absent, 
would be strong confirmatory evidence of pleuritic effusion. 
_ In the early stage obscurity is chiefly owing to the circumstances that there 
is no change of structure, and that the only evidence which a physical exami- 
nation can afford is suppression of breathing, from imperfect action of the 
lung : but this stage cannot last long; and pain of some days’ standing, with- 
out effusion of lymph or serum, cannot be pleurisy. In the more advanced 
stages, the difficulties are caused either by consolidation of lung-structure, 
preventing its being floated up by the liquid, or old adhesions fixing it firmly 
in its place. It is impossible to point out all the variations in auscultatory 
phenomena which the latter may produce; but the fact of a previous attack 
ought to have been ascertained in obtaining the history of the case, and the 
observer is thus prepared to look for unusual effects in making his examina- 
tion. When the adhesions are very extensive, there is a permanent deficiency 
of resonance, which, though of no great amount in the majority of cases, may 
yet be perplexing, especially in children, where the parietes are thin, and 
changes of resonance consequently great. 

The most important feature of passive effusion is that it has occurred dur- 
ing the continuance of a disease which tends to cause dropsical accumula- 
tions ; and the probability that such is its true explanation, may be shown by 
the presence of anasarca in the lower limbs, or of disease of the heart or kid- 
neys, even when there is no dropsy elsewhere. On the other hand, if hydro- . 
thorax be the first fact that is brought to our'notice, its insidious progress, 
and the absence of pain or fever in the commencement, ought to lead us to 
look further into the case, in order to ascertain if there be any other condi- 
tion of disease with which it may be associated. There is still greater reason 
for such a suspicion, if the effusion be on both sides. We also meet with 
other rarer causes of effusion, in pressure on, or occlusion of vessels; but in 
them hydrothorax is very subordinate. 

Still more constant is the association of all other forms of disease of the 
chest with pleurisy ; pneumonia is perhaps the most constant; then phthisis, 
which especially develops a local and asthenic pleurisy, without serious exuda- 
tion ; less frequently, bronchitis, which seems to be more distinct and inde- 
pendent, only acknowledging the same cause, and developed simultaneously. 

Pleurisy is also met with as the result of accident—fracture of the ribs, 
with local injury of the serous membrane. This fact is one that ought not to 
have been passed over in obtaining the history of the case, and it can scarcely 
be go, because the patient knows of the injury and feels the pain, while he 
knows nothing of the pleurisy ; he therefore talks of this accident as the cause 
of his sufferings. It is the business of his medical attendant to find out the 
pleurisy, remembering that the signs will be a good deal modified by the 
cause; for the same suppression of breathing on the painful side will occur as 
in pleurisy, because of the aggravation of the pain by breathing; but when 
the movement of the fractured rib is prevented by the support of a bandage, 
the breathing is again at once in great measure restored, if pleurisy have not 
supervened, Spitting of blood may have attended the accident, the lung- 
structure having beep torn; and we may find emphysema or pneumothorax, 
as the result, to complicate the diagnosis. 


- Pleurodynia is sometimes in all probability only a very limited 
form of pleurisy, which speedily contracts adhesions, and gives 
‘yise to no positive auscultatory phenomena: such we may feel 
- gure is its meaning when it occurs in a case of tubercular disease. 
But the name is more properly applied to muscular rheumatism 
affecting the intercostal and other respiratory muscles: it occurs 


. 
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as a sudden attack of pain in the side, which interferes with the 
breathing, catches the patient in attempting to cough or inspire 
deeply, and may even give rise to the motionless condition of the 
ribs and want of breath-sound which have been spoken of as 
accompanying the early stage of pleurisy. The diagnosis rests 
on the absence of febrile disturbance, the extent over which pain 
is felt, the existence of superficial tenderness, and the character 
of the pain, which is rather a diffuse soreness, as if the side had 
been bruised, than a sharp stitch, like that of pleurisy: the pre- 
sence of rheumatism in any other organ would give great assur- 
ance of its nature, as also the fact of its being excited by any 
muscular movement, such as raising the arm, or bending the 
body from side to side. 


§ 5. Pneumothorax.—This seems the most proper place for 
introducing a few remarks upon this disease, because it presents 
some relations to pleurisy. Its history is necessarily one of pre- 
vious ailment: if the patient be known to have had phthisis, we 
conclude that the air has made its way by ulceration from within 
outwards; if he be known to have had pleurisy, we suspect 
empyema has existed with suppuration and abscess of the lung. 
It may also occur as the sequel of an accident causing rupture of 
the lung, or of a natural or artificial opening through the parietes 
for the exit of pus or serum from the pleura: in such cases the 
amount of air is commonly less than when an ulcerated opening 
into the lung exists. In cases of phthisis the event has probably 
happened with a sensation of something having given way in a 
fit of coughing or in some unusual strain; in empyema the first 
event is the discharge of a large quantity of pus by expectora- 
tion: the latter is, however, a very rare occurrence. In either 
case there is excessive dyspnoea; sometimes with, sometimes 
without pain on the affected side: and fluid, if not previously 
present, is very soon secreted. 

The febrile symptoms are generally evident enough, but not 
severe; and they necessarily present a low type in consequence 
of the previous condition of the patient. His aspect is generally 
expressive of anxiety and depression, with more or less dusky 
discoloration of the face. He very commonly seeks a semi-erect 
posture, inclining to the side of the disease; but not unfrequently 
there is no urgent dyspnoea till an attempt.at movement be made, — 
when it immediately becomes very marked. * 

The affected side of the chest is rounded and motionless, has 
a loud tympanitic resonance, with a wooden hollowness if pleurisy 
exist ; and then there must also be dulness at the base, in pro- 
portion to the amount of fluid. Throughout the whole of that 
side there is entire absence of the vesicular murmur; at the 
upper part some of those sounds may be heard which accompany 
consolidation, when such a condition has prevented the lung from 
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completely collapsing. Amphoric breathing is heard more or 
less loudly as we chance to listen near to or at a distance from 
the opening into the lung, or it may be suspended by temporary 
closure of the aperture: when present it is accompanied by am- 
phorie voice-sound, which is usually more general. When these 
signs exist, taken in conjunction with the history, and with the 
tympanitic resonance, pneumothorax cannot be mistaken for any- 
thing else; thé possible error of mistaking a large cavity for a 
case of this disease will be discussed along with the evidence of 
vomice in phthisis. If the aperture be closed, the stillness 
throughout the chest is such as no extreme of emphysema ever 
simulates: if there be any doubt, we observe that on the affected 
side there is none of the heaving movement of the upper ribs, 
and the drawing inward of the lower, so remarkable in extensive 
emphysema ; while on the opposite side there is no prolonged or 
sonorous expiration; we only discover exaggerated natural breath- 
ing (puerile as it is called), so far as the lung is healthy: and 
this is most evident about the centre of the chest, where we escape 
alike from the signs of tubercle and of bronchitis or partial 
pleurisy on that side. But the history of the case ought to set 
us free from any doubt between emphysema and pneumothorax ; 
and if the signs of phthisis be met with in the clavicular region, 
they would only tend to. confirm the diagnosis, because tubercular 
ulceration is one of the causes of the disease: but they are not 
often present, for, unless the apex be fixed by adhesion, it is 
certain to be displaced inwards, and adhesion acts as a safeguard 
against the escape of air into the pleura, 

But there are other signs which are still more easily recognized 
when fluid is present as well as air. In the erect posture, if the, 
lung have shrunk so that its base does not reach the level of the 
fluid, we hear, on listening at the back of the chest, when the 
patient first rises up, a dropping of the fluid, in which its posterior 
portion was floating when the patient lay on his back: it has a 
metallic sound, and is known as metallic tinkling. At first the 
drops fall in rapid succession, gradually becoming fewer, until 
they cease altogether. This sound is very characteristic; and 
when observed along with the other signs of pneumothorax, the 
diagnosis amounts to a certainty. But it is not always heard, 
because the lung may touch the fluid even when the patient is 
erect. We may then move the upper part of the patient’s body, 
backwards and forwards as he sits, while the ear is applied to the 
chest, to catch the plashing sound of succussion. Doubt has been 
expressed whether the stomach-sounds might not be mistaken for 
those produced in the pleura; but they can only be so by one 
who has never heard true succussion: when heard and recognized, 

it affords as perfect confirmation of the other signs as metallic 


tinkling. 
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Air may be generated in the pleura by decomposition of fluid, or may be 
admitted by paracentesis: in such cases there must always have been previous 
pleurisy. The air rises to the top, causes a local tympanitic sound, and - 
deadens the sound of breathing, because it is a bad conductor when interposed 
between two solid substances—the lung and the parietes. The fact is a mere 
curiosity, and has really no practical bearings. It might be mistaken for a 
cavity with unusual resonance, and so might lead a hasty person to say that 
there was phthisis coexistent with pleurisy. Such a diagnosis is always 
hazardous; for what are supposed to be the most common signs of phthisis 
may be exactly simulated by those of pleurisy with accompanying bronchitis, 
while there is no tubercular deposit whatever in the lung. On careful con- 
sideration of the condition referred to, it will not be difficult to perceive that 
the resonance is too great for anything but air in the cavity of the pleura, 
and that the auscultatory sounds are only deficient in distinctness: we may 
also generally cause this tympanitic resonance to change its place by altering 
the position of the patient. 


§ 6. Bronchitis—The two forms of this disease, the acute and 

the chronic, may be recognized by their history; the auscultatory 
henomena are sometimes exactly the same in each, and when 

they differ, they derive their distinctive characters rather from 
the qualities of the secretion than from the fact that the mem- 
brane is in a state of recent or of long standing inflammation, 
except in so far as dilatation or rigidity of the tubes has been 
produced by repeated attacks. 

In the acute form we obtain simply the history of cold followed 
by catarrh, which may have been, in the first instance, attended 
by a good deal of heat of skin and chilliness, by pain diffused 
over the front of the chest, and a tearing, or painful sense of 
tickling after coughing; there is, at first, no expectoration; but 
the secretion gradually increases in amount, generally becomes 
glairy and transparent for some days, and subsequently yellowish 
and partly opaque. The cough commonly causes headache during 
the febrile state, and there is some thirst and loss of appetite 
without much acceleration of pulse. 


An attack of infiuenza differs in no respect from this form of bronchitis 
except in the severity of the concomitant fever ; there is decided quickness of 
pulse, coating of tongue, and heat of skin, with more intense headache, general 
lassitude and depression, complete loss of appetite, &c. But, after all, the 
two diseases merge so completely into each other, that a case must be called 
influenza or bronchitis very often solely from the circumstance that the dis- 
order is oris notepidemic. The same depression will attend severe bronchitis 
in a feeble person that marks influenza in the robust; and hence the inquiry - 
into the patient’s previous health, unimportant as regards diagnosis, is of 
value in determining on treatment; and although it be a.most dangerous error 
to treat the nomenclature of disease in place of the patient, the name of in- 
fluenza sometimes serves to remind us of depression, and prevent unnecessary 
depletion. ees 


The chest is perfectly resonant on percusssion so far as the 
bronchitis is concerned. The breathing is at first accompanied 
by sonorous sounds, which are believed to be graver when formed 
in the large tubes, shriller when in the small: moist sounds are 
next heard; which begin by accompanying the sonorous, and 
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gradually supersede them altogether, until the declension of the 
disease, when they are again heard; the breathing first becomes 
natural at the apices, and the moist sounds linger longest at the 
bases ; the voice-sound remains asin health. There may be some 
difference in degree, but these phenomena are usually met with 
on both sides alike in simple bronchitis, 


If the moist sounds be confined to one side, the case may be mistaken for 
pneumonia, especially when they are fine and limited to the base of the lung ; 
the presence of sonorous sounds would be sufficient to prevent such an error; 
but when these have ceased, the determination must rest on the absence of 
all dulness and of exaggeration of voice at any part, as well as on the charac- 
ter of the expectoration, which is less adhesive and never rusty. Where it 
has been decided that the case is one of bronchitis and not of pneumonia, we 
have still to account for the circumstance of one lung only being affected; 
and this we may perhaps learn from the history, as it either indicates an attack 
of inflammation at some former period, or tells of gradual emaciation, hamop- 
tysis or some other symptom of commencing tubercular disease. It is often 
impossible to detect the signs of early phthisis while the bronchitis lasts; but 
the circumstance of the morbid sounds being most distinct, and lingering 
longest at either apex, is quite enough to excite suspicion. 


Chronic bronchitis, when it occurs for the first time in any 
given case, is probably merely an unusual prolongation of an 
acute attack which has been neglected, or has found the patient 
in a condition of general debility; the history is merely that 
cough has continued after the symptoms of febrile disturbance, 
pain, &c., have subsided; the expectoration is more or less puru- 
lent; the auscultatory signs give no evidence of consolidation ; 
nothing is discovered beyond the persistence of moist sounds. 
In such cases, however, careful search must be made for signs of 
early phthisis. 

More generally there is a history of previous coughs and colds, 
and the present attack is either an aggravation of a constant con- 
dition of ill-health, or has come on insidiously without acute 
symptoms; there seems to be a permanent liability to chronic 
inflammation of the mucous membrane, and this is sometimes 
‘coupled with a condition of emphysema. The patient is not 
feverish ; the pulse is sometimes quick and weak, and the tongue 
may be accidentally foul, but it is not dry, and there is no heat 
of skin; the condition of the bowels is important, because occa- 
gional diarrhcea would lead to the suspicion of phthisis. If ema- 
ciation exist, the peculiar thinness of skin, and clubbed nails of 
tubercle, are not found in simple bronchitis; the face is often dis- 
colored, dusky, or muddy, when the disease is severe, becoming 
remarkably so when emphysema is present, and having a more 
distinctly. blue or purple color when it is associated with disease 
of the heart. In severe chronic bronchitis the gait is stooping, 

from the shoulders being elevated, and in bed the patient cannot 
lie down; orthopnoea is, however, commonly associated either with 
emphysema or disease of the heart. The breathing is labored, but 
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not hurried; the cough is generally frequent, and loose; the ex- 
pectoration usually easy, but sometimes only possible after a good 
deal of coughing; it is muco-purulent, or almost wholly pus, in 
simple chronic bronchitis; it is watery, frothy, and abundant when 
the bronchial secretion is secondary on disease of the heart or 
kidneys. 

Percussion either detects no difference between the two sides, 
or excessive resonance is especially observed on one. Sonorous 
sounds seldom exist in chronic cases, except when emphysema is 
present; moist sounds are heard loudest at the back of the chest, 
and in the most depending positions, where they are louder and 
coarser than elsewhere, except when the movement of the air in 
the small tubes and vesicles is impeded; and then scarcely any 
sound is heard, or at most a few large bubbles; sometimes local 
absence of breathing, in consequence of one of the larger tubes 
being temporarily plugged up, may perplex the observer. 


Tn chronic bronchitis, it is to be remembered that both voice and breath- 
sounds may be locally exaggerated by the thickening, dilatation, and rigidity 
of the tubes, but it seldom happens that such changes are of very unequal 
extent on the opposite sides. A single dilated tube at one apex may cause 
some difficulty in diagnosis: but if there be dulness on both sides, it is nearly 
equal, and depends only on want of resiliency of the ribs; if there be dulness 
on that side on which the large tube is found, its real interpretation is, that 
there is excessive resonance on the other, where want of breathing indicates 
emphysema; if resonance be more marked over the dilated tube, it has none 
of the hardness and hollowness, or local characters of a cavity, but is diffuse, 
and accompanied by elasticity and resilience. This is the only case of real 
difficulty in chronic bronchitis, when, by many of its concurrent symptoms, 
it simulates phthisis : the converse case, in which phthisis simulates chronic 
bronchitis, will be referred to in 3 9 of this chapter. In a few words we may 
say, that all changes of percussion resonance, as well as most of those con- 
nected with breath and voice-sounds, indicate something beside bronchitis ; 
either tubercles, or emphysema, or pleuritic effusion, or inflammatory consoli- 
dation, or even cedema; and the correct explanation of the phenomena depends 
on considerations belonging to each of those states, not on anything specially 
connected with the moist sounds themselves, which only arise from the coinci- 
dent bronchitis. 

Bronchorrheea is probably the best name for that condition of the lungs in 
which the secretion from the mucous membrane is due, not to inflammation, 
chronic or acute, but to secondary congestion induced by disease of the heart, 
or more properly to edema of the lung, associated both with disease of the 
heart and of the kidneys. Except when partial dulness is produced by pleu- 
ritic effusion, there is nothing in the physical signs to indicate that this is not 
simple bronchitis; there is usually a difference in the expectoration, when 
there is no inflammatory condition of the membrane, and there is the still 
more important fact of disease existing in other organs. In other cases, 
bronchitis is engrafted upon persistent disease of the heart and kidneys, and 
its symptoms are greatly aggravated in consequence. Among the complica- 
tions of this disease, changes in the condition of those organs are the most 
common, and ought especially to be sought for in chronic cases; after all that 
has been said, it is scarcely necessary to repeat that the existence of emphy- 
sema and tubercular deposit are each to be inquired into: in the acute form 
we find bronchitis complicating pleurisy and pneumonia, or even pericarditis, 


and often present as a result of congestion in most diseases having a febrile 
character. a 


EMPHYSEMA.  OT1 


§ 7. Bmphysema has been'so often alluded to in the preceding 
pages, that a short réswmé of the more important points connected 
with it must suffice. Its great and prominent feature is dyspnoea 
-—laborious, in contradistinction to hurried breathing; the respi- 
ration is generally slow, and yet the patient is conscious of dys- 
pnoea, and makes complaint of it: there is no difficulty of articu- 
lations; but yet he may stop in the narration of his symptoms to 
take breath. In its most aggravated form, the elevated shoulders, 
the rounded back, or the full, highly-resonant chest, the peculiar, 
weak, powerless cough and voice, and the dusky, somewhat earthy 
or muddy aspect, are all so striking that we need scarcely insti- 
tute a physical examination to satisfy us of the existence of em- 
physema. Whether confined to one lung or extending to both, ~ 
the phenomena of a well-marked case consist of the slight descent 
of the upper ribs in expiration, heaving movement, with but little 
expansion of the chest in inspiration, while the lower ribs are 
drawn inwards; excessive resonance, and absence of breath-sound, 
or the substitution of prolonged distant expiration for vesicular 
breathing. It is of most importance as a complication of chronic 
bronchitis, aggravating all its evils, and permitting sometimes 
such an accumulation of secretion that scarcely a bubble reaches 
the ear, although the tubes be quite full. 

In its minor degrees, it is often an unexpected cause as well as 
complication of bronchitis, especially when limited to one side of 
the chest: the obscurity of the symptoms sometimes leads to its 
being mistaken for early phthisis; while it not unfrequently affords 
an explanation of the existence of asthma. When the upper 
lobes are chiefly implicated, absence of voice-sound is a great 
help in diagnosis; but this is far from being constant: prolonged 
sonorous expiration is a more reliable sign, when some degree of 
bronchitis is present. It is unnecessary to repeat here the circum- 
stances detailed in a former chapter (Chap. XVIIL, Div. I. § 3), 
by which we decide whether relative dulness on percussion be 
due to consolidation of a portion of one lung, or to dilatation of 
the corresponding part of the other. Es 

Slight general emphysema, in the absence of bronchitis, gives 
rise to few symptoms by which it may be detected. The patient 
perhaps suffers from repeated attacks of asthma, or any little cold 
is attended with much dyspncea: in the intervals we find that the 
inspiratory sound is generally weak or deficient, or a rumbling 
noise only is heard, which eannot be classed as inspiration at all: 
but on deeper breathing some little sound becomes perceptible, 
which is followed by a prolonged distant blowing expiration. 
These cases are difficult to discriminate from those in which the 
breath-sound is naturally weak, and where the ear may be applied 
over any part of the chest without hearing anything in ordinary 
respiration. i . 
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This is not to be regarded as an unnecessary refinement; for where emphy- 
sema is present, there is to a certain extent less chance of the lungs becoming 
tuberculous than when the breathing is naturally weak. Sometimes, while 
the inspiration does not differ from that generally found in health, the expira- 
tion is universally prolonged. Are such cases at all emphysematous? This 
is a point apparently somewhat uncertain: but I conceive that one of the 
elements of emphysema is a suppression of the sound of inspiration, and that 
its distinctness is to be regarded as exceptional, only occurring in consequence 
of dilatation or rigidity of some tube near the surface. 

As the emphysema becomes more extensive, so do the attacks of breath- 
lessness become more frequent and more severe; and in addition to the ordi- 
nary complication of bronchitis, we have two others of much importance— 
hypertrophy and dilatation of the right side of the heart, as a sequel of the 
disease of the lung, and dyspeptic symptoms, which, while they have no im- 
mediate connection with the condition of the chest, interfere very seriously 
with the action of the diaphragm. Both tend to aggravate the dyspneea; the 
one by sending into the lungs a larger quantity of blood than they can supply 
with air, the other by preventing the already distended lungs from receiving 
the limited supply which each inspiration might otherwise introduce: the for- 
mer is permanent, the latter only temporary, in its effects upon the respiration. 

The constancy of the prolonged sonorous expiration is easily explained by 
the loss of elasticity of the air vesicles, which deprives the lung of the power 
to expel any secretion existing in the tubes : hence it is that sonorous sounds 
are so characteristic of the disease, though in truth they depend upon bron- 
chitis. The same circumstance explains why, with a larger amount of secre- 
tion, the moist sounds are almost suppressed ; because the air is stagnant in 
the smaller tubes, and the fluid accumulates till but a few bubbles of air can 
pass through, and very coarse sounds only are heard at the end of inspiration, 
and more especially at the begmning of expiration. 


§ 8. Asthma.—In speaking of the descriptions given by patients 
of the disease under which they are laboring, the necessity was 
shown of excluding any theory which the name given to the com- 
plaint\might imply, when this name comprises not only the facts 
of the case but the notions acquired of their causation. This is 
especially true of asthma; and when a patient calls himself asth- 
matic, it must be our first object to ascertain whether the dyspnoea 
be habitual and of long continuance, or whether there be any 
paroxysmal character in the attack. We restrict the term to 
those cases in which the difficulty of breathing occurs distinctly 
in paroxysms, of longer or shorter duration, which at their worst 
cannot exceed a couple of days, and more generally last only a 
few hours. 

In such instances the malady comes on gradually. At first it 
is only during a catarrh that any shortness of breathing is expe- 
rienced ; by and by it recurs more frequently, and with greater 
severity, either without the presence of catarrh, or terminating in 
it; and depends on such a variety of causes, that it is almost im- 
possible to assign the true one. The paroxysm may be excited 
by local or atmospheric causes, or by derangement of stomach: 
it is unattended with fever, the skin generally being cold, and 
often covered with moisture: the prominent fact is inability to 
fill the chest with air, as manifested by the gasping for breath 
and by the want of breath-sound in the lungs, while there is no 
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permanent cause of obstruction at the larynx or in the trachea, 
the patient having been quite free from dyspnoea before the 
paroxysm began, and knowing full well that he will be free from 
1t:as soon as it is over. 

In a very large number of these cases there is some degree of 
emphysema; and the more the lungs are thus altered, the more 
easily is the asthma excited, the more severe is it while it lasts, 
and the longer its continuance. But there are cases in which we 
can trace no emphysema, and we are cognizant of nothing but 
the spasm by which the air is prevented from entering the lungs 
with its ordimary freedom. The paroxysms are most apt to occur 
at night; and, besides the immediate object of shortening their 
duration, we have to consider their relation to local causes, or 
disordered stomach, with a view to their prevention. It is not 
unusual to find that certain persons suffer from an attack of spas- 
modic asthma each night that they sleep in a particular locality, 
and are perfectly free from’ it as soon as they remove elsewhere. 

Hay-asthma is really a catarrh, and has nothing of the parox- 
ysmal character. It cannot be distinguished from ordinary catarrh, 
except by its recurring at the same season of the year, by its 
being excited in the immediate proximity of its known cause, or 
by its surprising and almost immediate cessation on removal from 
such proximity: these discoveries are more frequently due to 
accident than to skilful diagnosis. . 

All other so-called asthmatic cases may be resolved into changes 
in the permanent condition of the lungs, or diseases of the heart 
and bloodvessels. 


§ 9. Phthisis Pulmonalis—The existence of tubercles in the 
lungs is only the local expression of a general disease called by 
some a blood-crasis, by others a diathesis. Allied to scrofula, it 
is placed in the table of diseases among the chronic blood ailments, 
but its most constant manifestation is in disease of the lungs; and 
it was therefore thought better to, defer-its consideration until we 
had reviewed the other diseases of these organs. 

In its characteristic form and advanced stage both general 
symptoms and local phenomena are so distinct that no disease is 
more readily or more surely recognized: in exceptional cases it 
is not unfrequently mistaken for other diseases, while they in 
their turn are liable to simulate phthisis: in its early manifesta- 
tion it is very important to be able to recognize it while yet latent, 
and before its symptoms are fully developed. Its sadly fatal 
‘course makes the conscientious practitioner view these early phe- 
nomena with great anxiety, and study their relations with the 
greatest care; as the dread in which it is universally held serves 

as a never-failing resource for the fraudulent and the avaricious, 
who pretend to detect phthisis when it does not exist, and promise 
a cure alike to those whom they thus deceive as to the true nature 
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of their malady, and to those whom they delude with false hopes 
as to the powers of art, when their case is already past recovery. 

The history comprises several points of considerable value in 
diagnosis: loss of relatives from diseases of the chest under what- 
ever name, especially those occurring at the period of adolescence; 
accounts of previous illnesses and ailments of the patient himself; 
and the mode in which his present attack has commenced. It 
must be regarded as unfavorable when cough has begun without 
preceding catarrh or coryza, but has been from the first dry and 
hacking; when during its continuance, or at its beginning, there 
has been hemoptysis of the amount of a teaspoonful or more; and 
when in the progress of the case the dry cough has. been changed 
for one accompanied by thin mucilaginous rice-water sputa, and 
that form of expectoration has been followed by thick yellow 
phlegm. [ 

The general symptoms very often indicate the presence of hec- 
tic: the skin, especially that on the palms of the hand, being at 
times dry and hot, while at others it is bedewed with excess of 
moisture; there are also night-sweats, the pulse is quick and weak, 
the tongue frequently patchy, and sometimes preternaturally red, 
shining, or smooth. Along with this we have the particular in- 
dications of remarkable thinness of the skin, which can be pinched 
up, as if it were detached from the subcutaneous structure, and 
clubbing of the nails, with the occasional presence of diarrheea: 
any signs of emaciation are of value when not traceable distinctly 
to disease of the chylopoietic viscera. The patient's appearance 
sometimes betrays weakness, with a mixture of languor and ex- 
citability; the eye brilliant, the cheek pale, with a hectic flush, 
and the whole aspect delicate. The respiration is observed to be 
quick, while the patient has no feeling of dyspnoea, and does not 
seek by posture to relieve his breathing. No complaint of cough, 
perhaps, is made till it be inquired after; there may be mention 
of wandering pains in the chest, of a feeling of tightness, or per- 
haps of local pain from intercurrent pleurisy. The voice is very 
often characterized by a slight degree of hoarseness, which, as the 
disease proceeds, may ultimately terminate in complete aphonia. 

None of these symptoms are always present, and some are very 
liable to be found in other diseases, but one or two have more 
value than the rest. Among these we reckon family history; 
hemoptysis, when there is no disease of the heart, no relaxed 
throat or spongy gums; quick pulse and night-sweats, thin skin, 
clubbed nails and emaciation: especially when these are found 
about the period of puberty, and from that onward to the age of 
thirty. Heemoptysis is studiously concealed by some patients in 
whom it has really existed, is much talked of by others in whom 
it has been only simulated, especially the hysterical and hypo- 
chondriac. The quickness of the pulse is generally an index of 
the severity of the disease; and a natural pulse, when the evidence 
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of phthisis is distinct, is always a favorable indication as to the 
progress of the case. Clubbed nails seem to have some direct 
relation to the condition of the lungs and heart, and though most 
commonly seen in phthisis, yet attain even higher degrees of de- 
velopment in rare cases of disease of the chest, when not a tubercle 
exists. 

The auscultatory phenomena vary according to the site of the 
deposit, and the progress it has already made. An important fact 
in their elucidation is, that tubercle has a remarkable tendency to 
be located in the apex of the lung; and that however disseminated 
through other parts of the organ, it is very generally found there 
too; this lawis all but universal: the converse is also true to a 
less extent; that in other diseases of the lungs the signs are more 
fully developed in other parts: we shall therefore consider the 
symptoms of tubercles at the apex first. The facts of which 
auscultation and percussion in this region give evidence, are the 
original deposit of tubercle in solitary small masses, their gradual 
increase in size, the excavation of the lung which follows on their 
softening-and expulsion; and incidentally inflammation and irri- 
tation of the bronchial tubes, of the pleura, or even of the paren- 
chyma of the lung, which may be excited by their presence. 

If the previous chapters have been carefully studied, the phe- 
nomena necessarily resulting from such causes will be known 
@ priort, A very small amount of deposit can only affect the 
breathing in the way of making the expiration a little longer, and 
the inspiration’a little shorter, and harsher or louder, or perhaps 
weaker, than on the opposite side, or by giving it a wavy or jerk- 
ing character: the voice-sound will be a little louder: the per- 
_ @ussion-sound can only be very slightly if at all altered; but it 

must not be forgotten that both voice and breath-sounds have a 
tendency to be louder on the right than the left side in health. 
Sometimes a confirmation of the existence of tubercle in this 
early stage may be obtained from the heart’s sounds being heard 
‘more loudly at the right apex than the left, which is impossible 
in health; a bruit in the subclavian artery, when it cannot be 
heard in the carotid or at the heart, is also of value, although the 
rationale of its development is not understood. These are, after~ 
all, very uncertain grounds on which to determine that so serious 
a disease as phthisis has begun, and yet they are sometimes all 
that auscultation and percussion afford. An opinion ought not 
to be pronounced on such insufficient data, if standing alone; but 
we may feel very safe in the deduction, if the history and general 
symptoms point to the probability of phthisis, and if the physical 
“signs be only taken in conjunction with the whole evidence which 
_ the case supplies. Above all, let me warn the student against 
supposing that he is reasoning accurately in taking them in con- 
junction with only one of the more general symptoms; such, for 


276 DISEASES OF THE RESPIRATORY ORGANS. 


example, as a weak and quick pulse, or hemoptysis: this is the 
most common cause of error. 

As the disease proceeds, the evidence of consolidation becomes 
more distinct, and along with it we have signs of irritation of the 
bronchial tubes (sonorous and moist sounds), of inflammation of 
the pleura (friction and creaking sounds), sometimes of inflamma- 
tion of the parenchyma (true crepitation), or of the progress of 
the tubercular disease itself (clicking or crumpling sounds); and 
we admit the great probability that these signs are caused by the 
presence of tubercle: yet we: cannot dispense with the evidence 
derived from the history of the case, because they only prove 
local consolidation, and no more, and this may be inflammatory. 

Still further in the progress of the case, the evidence of local 
consolidation is accompanied by louder blowing breath-sound 
from commencing excavation when the cavities are empty; and 
at a more advanced stage, the dull percussion stroke may be con- 
verted into something approaching to tympanic hollowness; the 
breath-sound is still more blowing, and the voice-sound is some- 
times painfully loud, as if some one were speaking into the other 
end of the stethoscope; this cavernous sound, as it is called, is 
even more clearly brought out occasionally when the patient 
whispers. The necessary result of air entering these cavities 
when fluid is present is, that the superadded sounds become bub- 
bling, gurgling, or even metallic. An important fact in relation 
to this stage of the disease especially, is flattening or sinking of 
the ribs, and deficient movement in inspiration; without this our 
signs of excavation are probably altogether wrong, and we must 
look for some other explanation. The general symptoms, too, 
are necessarily more pronounced, and the history of the disease 
extends over a longer period. 

The principal fallacy in the first stage is when the healthy lung 
is supposed to be tubercular because the opposite one is emphy- 
sematous; in the second, when pneumonia of the upper lobe is 
mistaken for tubercular consolidation ; in the third, when a large 
tube is mistaken for a cavity, or a large cavity is mistaken for 
pneumothorax. In chronic pleurisy with empyema, attended by 
symptoms of hectic, sounds exactly resembling those produced 
by tubercular deposit may be heard under the clavicle; the 
practitioner must be thrown much off his guard by some unusual 
circumstance, who confounds these two conditions; but what has 
happened more than once within my own personal knowledge, 
may happen again. a E 


For the sake of the student we may point out more in detail the relations 
which superadded sounds present to the different modifications of breath and 
voice-sound observed in the progress of the disease. 

The voice-sound steadily increases in intensity from the beginning of con- 
solidation to its ultimate termination in the largest possible cavity. Not so 
the breath-sound ; this is first commonly harsh and exaggerated, or wavy and 
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jerking ; then the inspiration becomes diminished in intensity while the ex- 
piration is prolonged; and subsequently; when cavities begin to form, each 
increases in loudness, but the expiration more especially becomes remarkably 
blowing. With the first condition superadded sound is usually absent ; some- 
times a crumpling sound may be heard on deep inspiration, but if the presence 
of tubercular matter give rise to any inflammation, fine and coarse crepitation 
or moist and sonorous sounds are developed; the variations probably depend- 
ing upon whether the vesicular structure or the tubes be more particularly 
the seat of the inflammatory action. Proceeding a little further, the sonorous 
sound is entirely replaced by moist sound, when the secretion from the tubes 
becomes more abundant; but in the same proportion does the air find diffi- 
culty in entrance, and the breath-sound become partially suppressed; this con- 
dition is not necessarily permanent, and the lung may return to one in which 
the breathing is simply harsh and exaggerated. At this stage the presence 
of crumpling or of friction-sound or of one or two clicks is often of great ser- 
vice in giving certainty to the diagnosis, when bronchial irritation has passed 
“away. 

In the second period the difference in resonance becomes quite distinct; but 
the student may feel uncertain which of the two is the diseased lung; unless 
he compare the sound of the percussion stroke above and below on each side 
of the chest. The moist clicks now become more frequent, and are often mixed 
up with squeaking sounds; coarse crepitation and sonorous sounds are more 
rare, or are heard only in the vicinity of where the softening has begun; moist 
soundsare common. There are two circumstances which tend to produce 
these effects, the partial softening of small tuberculous masses, and the pre- 
sence of local bronchitis, and though clicks and squeaking sounds be more 
distinctive of the former, and moist sounds of the latter, yet they are by no 
means to be taken as their direct exponents, because each may be found in 
either circumstance. Another cause of the presence of moist sounds with 
deficient breathing is the recent occurrence of hemoptysis; dulness is com- 
monly present, but it is slightly marked: the circumstance of hemorrhage 
haying existed sufficiently explains the phenomenon, and, when heard only at 
the apex, moist sounds are pretty conclusive evidence that its cause is the 
previous deposition of tubercular matter, because we know of none other 
which can give rise to hemorrhage at the upper part of the lung only. Asa 
necessary consequence of the presence of the fluid, whatever it may be, that 

roduces these sounds, the entrance of air is impeded and the breathing is 
eficient. 
_ Advancing still further, the dulness becomes unmistakable; indeed, the 
wooden or tympanitic sound over a cavity would always be called dull by any 
but an expert auscultator. The moist sounds become coarse, abundant, and 
mixed with larger bubbling, until a eee! of some size has formed, and then 
nothing but gurgling sounds are heard when the stethoscope is applied over 
it; in its immediate neighborhood the signs are those of less advanced dis- 
ease. When numerous small cavities exist, the condition is marked by more 
general coarse or bubbling moist sounds. But besides the size of the cavity, 
the proportion of air and fluid which it contains greatly modifies the sounds 
it gives out, and we may even have no superadded sound at all. An empty 
cavity produces a loud blowing sound in breathing, but no gurgling; a full 
cavity gives neither one nor other, but only dulness on percussion; a cavity 
communicating freely with the bronchial tubes by an opening situated below 
the level of the fluid produces loud gurgling ; one in which a small opening is 
similarly situated may give rise to only one or two resonant explosions ; when 
the cavity is large and nearly empty, every sound produced within it has a 
metallic resonance; in a small cavity or one nearly full no such effect occurs. 
There need be no practical difficulty in distinguishing this metallic clang 
from that produced by a similar cause on a much larger scale, viz., the pre- 
sence of air and fluid together in the pleura; the great and constant. distinc- 
tion is simply that in the one case, if we turn to the back of the chest, we 
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find the indications of lung tissue, however diseased, occupying its natural posi- 
tion; in the other we have the tympanitic resonance produced by its absence ; 
and if any breathing be heard, it is only a loud blowing sound resounding 
through the empty cavity, while at the base there is complete dulness, from 
the presence of fluid, and no breathing at all. In addition to this there are 
two minor sources of information; the metallic sound is seldom produced by 
dropping when heard in a cavity, but is more commonly the result of solitary 
bubbles of air passing through the fluid; it therefore keeps time with the 
breathing—dropping does not ; the voice is less like that produced by speak- 
ing into an empty jar, and seems rather to be spoken into the stethoscope. 
The student must be reminded, too, of the possibility of a portion of air 
spontaneously developed, or admitted by paracentesis, rising to the apex when 
the lung is not shrunken as it is in true pneumothorax, and when there is no 
-communication between the bronchi and the pleura. He has only to think of 
the fact that, if there be at the apex a cavity capable of causing tympanitic 
resonance, there must be blowing breath-sound and loud voice ; when there 
is air in the pleura just the opposite effect is produced, and both sounds are 
less loud than on the opposite side, 


Another general pathological fact may be turned to account in 
diagnosis—viz., that if tubercles be at all advanced in one lung, 
they are almost certain to exist in minor degree in the other; and 
when their presence is equally distinct in both lungs, they are 
still seldom found in exactly the same stage, or giving rise to 
the same modifications of sound. This is especially to be borne 
in mind when any one auscultatory phenomenon stands alone at 
either apex in a very marked degree, which would indicate an 

.advanced stage of the disease, if it were found in conjunction 
with other corresponding signs and symptoms: alone, we must 
be content to regard it as an anomaly to be hereafter cleared up 
as the disease proceeds; but we may consider the possibility of 
morbid growth—such, for instance, as encephaloid disease dis- 
seminated at the apex. (See § 10.) 

Tubercular disease is sometimes found solely or chiefly at the 
base of the lung: such cases are very apt to be misunderstood 
simply from the fact that they are so rare. When dulness on 
percussion is perceptible, and the morbid sounds are limited to 
one side of the chest, the phenomena may be caused either by 
chronic pneumonia, or by old thickening of the pleura with bron- 
chitis confined to that lung. Gurgling or clinking sounds, showing 
that softening was going on and cavities were forming, would 
negative both of these hypotheses, because abscess without tuber- 
cle is attended with fetor: more reliance, however, is to be placed 
on the history of the case; long duration, gradual progress, and 
the absence of any distinct acute attack, all point more directly 
to tubercle, and when found in conjunction with general symptoms 
of phthisis, must be held, if not as conclusive, yet as affording 
grounds for very grave suspicion. In other instances phthisis of 
this particular form closely simulates bronchitis: and this is the 
more common case, because the difference on percussion, when 
both lungs are more or less affected, is not readily made out, and 
there is, in truth, some amount of coincident bronchitis caused 
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by the tubercular deposit. This subject has been already fully 
considered, and it is one which requires very nice discrimination. 
(See Chap. XTX., Div. IT. § 4, p.) The existence of hemoptysis, 
beyond what mere straining might cause, of emaciation, quick 
pulse, thin skin, clubbed nails, or any of the more important 
symptoms of phthisis, ought to put us on our guard against pro- 
nouncing too favorable a diagnosis in such cases. 

It is a less rare occurrence to meet with tubercles equally dis- 
seminated through the lung: such cases are almost always recent, 
and this fact alone tends greatly to embarrass the diagnosis. Still 
the history wants something of the severity of an acute attack; . 
it is insidious; there is not immediate prostration but gradual 
decline: there is often hemoptysis; the febrile symptoms are 
commonly of mild character, but the pulse is quicker than the 
other symptoms would lead us to expect; emaciation cannot have 
proceeded far, nor can there be hectic fever till softening have 
commenced ; commonly there is a general blue discoloration of 
the face, which most nearly resembles that seen in severe bron- 
chitis;—it differs from the dusky flush of pneumonia, as well as 
from the blueness of diseased heart, and the dirty hue of emphy- 
sema; it is rather a flush or suffusion of face which, if the lungs 
were healthy, would be florid, and is dark-colored only because 
the vesicles are obstructed. The physical signs at first resemble 
pneumonia, but of such an extensive character that they cannot 
possibly be caused by acute inflammation when the general symp- 
toms are so moderate: indeed, the sounds, when more carefully 
studied are not exactly those of pneumonia; the crepitation is 
coarser and more disseminated, the breathing and vocal resonance 
are both free from any brassy tone, all the phenomena are more 
distinct at the upper part, and, unlike pneumonia, they are not 
strictly confined to one lobe, but gradually decrease towards the 
base of the lung; the expiration is simply harsh and prolonged, 
and the voice exaggerated. Ata later stage the signs resemble 
those of bronchitis, but the moist sounds are fewer and more 
squeaking with prolonged expiration, especially at the apex, 
which is not the case in bronchitis. If one lung present such 
signs of disease, while in the other consolidation is commencing 
at the apex, most unquestionably the whole is due to tubercular 
deposit. < aes . 

In early phthisis, when the signs-are still obscure, considerable difficulty in 
making a correct diagnosis may arise from the coexistence of bronchitis: on 
the one hand, we may recognize the bronchitis, and reason correctly regarding 
that, and yet be quite wrong in prognosis, because of overlooking the presence 
of tubercles; on the other, we may recognize the phthisis, and come to very 
false conclusions regarding its progress, because of attributing to it signs 


which are in reality due to bronchitis. When along with an attack of bron- - 
chitis we observe general symptoms leading to a suspicion of phthisis, it is 


wise to wait before giving an opinion as to the tubercular or non-tubercular 
character of the disease until the former have disappeared; it is a very sus- 
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icious circumstance when the morbid sounds linger at the apices after they 
Live ceased in other parts of the chest: and this is still more true of bron- 
chitis limited to one lung; the very fact of the limitation offers a presumption 
that there is something abnornal in the lung so affected. 

Another common complication of phthisis is partial pleurisy near the apex 
of the lung: but the attack is not always so limited, and sometimes general 
pleurisy occurs when the lungs are already tubercular. It has been mentioned 
that the sounds heard in the clavicular region, when the lung is condensed by 
pleuritic effusion, exactly resemble those of consolidation with a cavity sub- 
jacent: the percussion sound, while dull, has often a sort of tympanitic reso- 
nance; the breath-sound is remarkably blowing, with prolonged expiration ; 
the voice loud and ringing ; and if bronchitis be present, moist sounds are also 
heard: but with moderate care such a condition ought not to be mistaken for 
- phthisis. During the existence of pleurisy it is very unwise to give an opinion 
regarding the presence of tubercle. It is alleged by authors that double 
pleurisy is a suspicious circumstance; probably indicating a complication of 
phthisis, and the hint should not be lost sight of; but it amounts to no more 
than a mere suggestion. Chronic pneumonia, if the term be used at all, may 
be applied to the condition of the lungs met with at one stage of tubercular 
deposit, particularly when the disease is widely disseminated: a more active 
form may be excited by its rapid development in the upper lobe, which during 
its existence obscures any evidence of phthisis: but in a decided attack of 
sthenic pneumonia, we may feel great confidence that there is no tubercle: 
such at least has been the rule in cases coming under my own observation, 
and the nature of the two diseases is so distinct, that it is exactly what @ priore 
we have reason to expect. 

Severe and commonly fatal meningitis, in the form of acute hydrocephalus, 
is frequently found in the tubercular diathesis ; and when inflammation of the 
brain occurs about the period of adolescence, it will often be possible to deter- 
mine its nature by an examination of the lungs. Chronic peritonitis at the 
same age is another disease which very commonly has a tubercular origin, and 
calls for a similar examination. Diarrhcea may be rather regarded as a direct 
symptom than as a complication of phthisis. 


§ 10. Tumors.—These have been referred to in speaking of the 
causes of dulness on percussion; and while certain phenomena 
have been pointed out as possibly explicable on the hypothesis 
of their existence, no signs have been mentioned as direct proofs 
of it: more true wisdom is often shown in a confession of igno- 
rance than in an assumption of knowledge; and though a man of 
large experience and pathological knowledge may sometimes give 
a shrewd guess at the true solution of the difficulty, there are 
points which render it almost impossible to reason correctly, 
because the facts are not only wanting, but to a certain extent 
unattainable. In such circumstances we must be content with 
the sort of empirical knowledge which amounts to no more than 
this—“ TI have seen such and such a case, and it turned out so and 
so, and I think it highly probable that this case will have a similar 
termination.” Such knowledge is the reward of careful observa- 
tion, and is one of the most valuable acquisitions of the accom- 
plished physician. 
_ Tumors in the chest are either aneurism or morbid growth. The latter is 
found sometimes disseminated through the lung, sometimes developed from 


the glandular structure at its root, or attached to the parietes; and the indi- 
cations will necessarily vary gccording to its site: the former, from the situa- 
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tion of the great vessels, presents symptoms somewhat analogous to that of 
growths from the root of the lung. 

The history of these cases is so far alike, that there is never anything to fix 
a correct date for their commencement, because in most instances the patient 
has only become conscious of inconvenience when some other disease has 
supervened. Neither do particular classes or forms of growth produce any 
constant series of effects, the phenomena being commonly casual or accidental, 
and not essential. The patient generally complains of cough and dyspnea, 
and sometimes of pain: difficulty of breathing is most perceptible when the 
tumor presses on some of the large tubes. 

The discovery of cancer or of aneurism elsewhere, in situations where their 
nature is more easily recognized, or signs of disease of the heart, would give 
significance to symptoms otherwise anomalous: no reliance can be placed on 
the absence of what is called the “ malignant aspect,” because the color of 
the face is so liable to be altered by the condition of the lungs; interference 
with the proper aeration of the blood necessarily produces a dusky hue. 

Nodules of encephaloid disease may cause modifications in percussion reso- 
nance, and in the character of the breath-sound, or they may give rise to 
bronchial secretion and moist sound; and most frequently the latter is the 
only evidence of disease.. We can do no more than satisfy ourselves that the 
balance of evidence is against the existence of phthisis as its cause. Scirrhus, 
perhaps, gives rise to more important changes in the breathing and vocal 
resonance, and the physical signs are very like those caused by a vomica, while 
the condition of the opposite lung is unlike that which is produced by tuber- 
cular deposit, and the general symptoms do not point to such an advanced 
condition of phthisis as implies the formation of a cavity. Sometimes the 
appearance of peculiar expectoration, which has been compared to thin cur- 
rant jelly, gives an assurance of the true character of the disease ; but it must 
be confessed that very little can be done in making out the diagnosis of such 
cases. 5 

Tumors at the root of the lungs are more easily recognized when the dis- 
ease has made some progress ; in their early stage there is nothing to point 
out their existence. As soon “as they are of sufficient size to produce pres- 
sure on the bronchi, there will be irritation, probably secretion, and fits of 
dyspnoea, closely resembling asthma ; of still larger size, they are apt to cause 
dysphagia, or to interrupt the current of the circulation; and now the patient 
begins to find out that in one posture he is more liable to suffer than in another. 
When the tumor has attained a certain magnitude there is dulness, not per- 
ceptible on gentle percussion, but brought out by a firm stroke, most marked 
near the sternum, and not to be detected in the axilla, or towards the side of 
the chest. The breathing is generally weaker, with prolonged expiration, 
heard at a distance: the sounds of the heart are transmitted loudly over the 
seat of the tumor, and even beyond it. The patient perhaps breathes in g 
wheezing manner with considerable labor, or the respiration may be obstructed 
to nearly the same extent as it is in laryngitis; the cough is often weak and 
powerless, like that of emphysema, but has more of a paroxysmal character, 
and sometimes a loud brassy clang: a fit of coughing very generally terminates 
with a raucous inspiration. In many of these respects the analogy to laryn- 
gitis is very striking, and the most marked difference between the two is, that 
when the obstruction is in the larynx itself, the voice is either hoarse or de- 
stroyed, while when it is lower down in the trachea, the voice is scarcely altered 
in tone; it is only deficient in force. 

The interruption to the circulation caused by the tumor may at once lead 
us to infer its existence: it presses upon, or even surrounds and incloses the 
superior vena cava, in consequence of which, tortuous veins begin to develop 
themselves over the chest and abdomen, and the blood finds its way by a back- 
ward current into some pervious channel ; sooner or later this venous obstruc- 
tion gives rise to.cedema, which is then limited, in a remarkable manner, to the 
upper half of the body. This happens chiefly with malignant growth; when 
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aneurism exists additional signs are sometimes derived from the arterial cir- 
culation: the force of the current is diminished in some one or more of the 
arteries, causing, perhaps, a notable difference between the two radials at the 
wrist ; or both alike to be almost imperceptible, while the heart’s action is 
very generally, but not always, increased : a bruit may be heard in some unusual 
part of the chest, while there is none at the heart, or it may be heard loudly 
at both, and be almost inaudible at intermediate points.’ Sometimes, again, 
the ordinary systole of the heart is heard unusually loud at some particular 
point, and this may be regarded as the effect of aneurism, because the sound 
has a knocking or jogging character, which is only preliminary to a similar 
impulse being felt, when the disease has approached nearer to the surface. 

Sooner or later aneurism shows itself externally by wearing away the ribs, 
and forming a pulsating tumor on the front of the chest, or by pulsation, which 
can be felt when the finger is pressed deeply behind the sternum or clavicle, 
except in the case of the descending aorta, when it sometimes produces no 
symptoms upon which reliance can be placed: slight dysphagia or dyspnea, 
with pain in the back, caused by pressure and wasting of the vertebra, some- 
times leading to paralysis, may be the only symptoms: no bruit is usually 
audible in this situation ; but would be of considerable significance if heard 
in an adult; in the child, cardiac murmurs are often very loud over the back. 
Solid tumors in the chest do not often pulsate, but the possibility of pulsation 
being only communicated should be borne in mind in attempting to discrimi- 
nate their character. 

Tumors in connection with the bones of the chest seldom give rise to any 
symptoms likely to call for examination, until there is swelling externally: 
those forming in the anterior mediastinum, which cannot find exit from the 
chest, and press inwards on the heart, the arteries, the veins, and the bronchi, 
do, however, produce symptoms more or less resembling those of pressure on 
the root of the lung. The very marked dulness which they cause on percuss- 
ing the sternum leads at once to the recognition of their presence; and the 
Saas is then only between enlarged heart or aneurism, and growth from 

one. 
The coexistence of active pleurisy, or of passive effusion into either pleura, 
sometimes greatly complicates the diagnosis of thoracic tumors. 


§ 11. Hooping-cough—As in many other diseases in which 
the group of symptoms is better known than the nature of the 
internal lesion, hooping-cough, when well marked, cannot be 
mistaken; and diagnosis has only to do with those cases which 
are obscure, because the whoop is imperfectly developed, or 
because the disease is simulated by or complicated with other 
affections. Simple catarrh of childhood may very readily pass 
into hooping-cough if it be at the time prevailing epidemically: 
in such circumstances we may reasonably conclude that it is only 
the precursor of such an attack when the cough is at all parox- 
ysmal, or is an urgent or an early symptom, and when the fever 
is slight, and there is but little derangement of health, and espe- 
cially when auscultation fails in detecting bronchial irritation 
proportionate to the severity of the cough. When the disease is 
fully formed, if a paroxysm occur in our presence the case can 
scarcely be mistaken; but we must often trust to the report of 
others; and there is a tendency to error in listening to the state- 
ments of mothers and nurses, who usually anticipate us in the 
conjecture of its possible presence, and are disposed at once to 
attribute any peculiarity in the child’s cough to this cause. A 
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very good indication is obtained in cases where the account of 
the paroxysm is defective, from the occurrence of vomiting, which 
is very common in this disease after a fit of coughing, while in 
other affections of the chest such an event is unusual: in the one 
case it is caused by the cough, without sickness or loss of appetite, 
and the child will take his food directly afterwards; in the other, 
the stomach and bowels must be disordered, and the relation to 
the cough is far less evident. 

In the early period of an attack of alleged hooping-cough, the 
presence of much bronchial secretion should make us cautious in 
accepting the statement of the friends as to the nature of the dis- 
order; similar caution is necessary when the disease is said to 
have attacked a child who has been long suffering from cough 
before anything like a whoop was observed. In its latter stages 
there is usually much bronchial secretion, and the disease is fre- 
quently complicated by inflammation of the lung or effusion into 
the ventricles of the brain; in very protracted cases it may 
terminate in the development of tubercle: diagnosis must then 
take account not only of the present symptoms, but of the history 
at a time when the characters of the affection were simple and 
unmixed with those of subsequent complications. An ill-deve- 
joped child in whom an attack of bronchitis is attended with 
excessiye secretion, or one whose lungs are becoming stuffed with 
tubercles, when the secretion is scanty and adhesive, are each of 
them very liable to fits of coughing, in which, while there is no 
real whoop, the struggle for breath is very analogous to the 
abortive paroxysms which occur before whooping-cough is fully 
developed. 


§ 12. Diseases of the Lungs in Childhood—This chapter would 
be incomplete, if a few words were not said upon the differences ’ 
in diagnosis between the diseases of children and those of adults. 
In the first place, the resiliency of the chest makes the indications 
from percussion much more obscure and uncertain; at one time 
dulness seems to be well marked, which, after all, is only due to 
congestion; at another, real consolidation produces only a differ- 


ence in tone, which cannot properly be called dull. Secondly, 


the respiratory sound is so much louder and shriller, that changes 
in character, except in its relative suppression, cannot be predi- 
cated of it with anything like the same certainty as in adults. 
Thirdly, the loudness of the voice does not assist us much in de- 
termining the sound-conducting power, and hence the degree of 
consolidation of the lung. And fourthly, the remark in regard 
to superadded sounds in adults, that no one is pathognomonic of 
any certain condition of lung, is infinitely more true of children. 
Crepitation, in its true sense, is not heard in pneumonia, clicking 
and squeaking sounds are heard when there are no tubercles, and 


gurgling noises are heard without cavities. The explanation of 
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all these circumstances is simply that in the lungs of the child 
every sound generated anywhere throughout the lungs is heard 
with almost equal distinctness at any part of the surface; and 
therefore, whatever the affection may be, the bronchial sounds 
prevail; at the same time the mucous membrane is more easily 
irritated, and secretion excited by slighter causes; and hence it 
happens that sonorous sounds are very seldom present. 

In the diagnosis of the diseases of childhood we are therefore 
very dependent upon the history of the case, and the amount of 
febrile disturbance; but it must be remembered that the quick 
circulation of childhood is much more readily excited than that 
of the adult, and the comparison must not be made between the 
pulse of infancy and that of age, in coming to the conclusion that 
a child is suffering from inflammation of the lungs. That this 
is constantly done there can be no doubt, from the frequency 
with which mothers report that children have had such attacks, 
and that they have been told so by their medical attendant. In- 
flammation of the chest, whether as pleurisy or pneumonia, is not 
by any means a frequent ailment of childhood—pleurisy is espe- 
cially rare in the first years of life, and when pneumonia is pre- 
sent its symptoms are invariably urgent. If anything be needed 
in the way of auscultation to confirm the diagnosis (and it is 
always wise to practise it), we find perhaps some difference in 
tone on percussion between the two sides of the chest, or it may 
be, absolute dulness; the breathing probably differs on the two 
sides, and we may be able to say that one is harsher than the 
other—more commonly, however, it is only less distinct on the 
affected side, and then, in place of crepitation, we find moist 
sounds; or, at all events, very coarse crepitation—never the fine 
sound heard in the adult. Along with this there may be very 
considerable bronchial irritation of the other lung, so thai all the 
signs of disease may be suspected to be due to bronchitis, and in 
fact the cases are quite exceptional in which unaided ausculta- 
tion could determine the nature of the affection, 

Bronchitis occurs either as acute or chronic. In the former, 
the sonorous sounds are very rarely heard; there is a good deal 
of fever, but it is not so severe as that of pneumonia, the skin is 
not so pungent, and the signs of imperfect aeration of the blood » 
are not present; the breathing is louder or weaker, according to 
the amount of secretion present, and this often differs on the two 
sides. The principal indication derived from auscultation is the 
very general distribution of the morbid sounds; the absence of 
any difference in percussion would confirm the impression that - 
the disease was simply bronchitis, but dulness on one side behind 
must not be taken as a proof that pneumonia is present ; not only 
may an appearance of dulness be produced by mere congestion, 
but the existence of tubercular glands at the root of one lung, 


DISEASES OF THE LUNGS IN CHILDHOOD. 285 


which may have tended to excite the bronchitis, may also be the 
cause of absolute dulness, 

Chronic bronchitis, which so often simulates, or is simulated 
by phthisis in the adult, is often quite undistinguishable from tuber- 
cular disease in infancy. Here dissemination of tubercle is the 
rule; its aggregation in masses, except in the bronchial glands, 
the exception. It is from the aspect of the child and the history 
of the case alone that we can judge, aided probably in some mea- 
sure by the general symptoms, and occasionally by the character 
of the sputa. When we learn that the patient has had an attack 
of measles, or has suffered much during dentition—that the con- 
stitution has not rallied, but cough has gradually supervened ; 
~ when there is a pallid, transparent skin, with long eyelashes and 
brilliant eyes, and the child is peevish and irritable, or languid and 
unexcitable, or remarkably quick and intelligent—suspicions of 
tubercle are naturally excited; and if, in addition to this we find 
emaciation, debility, heat of skin, followed by perspiration and 
diarrheea, the probabilities are greatly increased. If, on the con- 
trary, we learn that the first attack was feverish, or that after 
hooping-cough, some years before, there has been great liability 
to coughs and colds; if the face be dusky, or the lips discolored, 
and, except from dread of an impending cough, the child’s tem- 
per be not materially altered; if, in addition to this, we learn that 
the cough ends in copious expectoration, even though that should 
be tinged with blood—the diagnosis and the prognosis are con- 
siderably more favorable; heemoptysis in childhood is by no means 
a sign of phthisis. The stethoscope can scarcely afford any 
assistance in discriminating these affections; and it must be added 
that, when judicious treatment is employed in cases which have 
all the aspect of tubercle, the children so completely recover from 
the attack of bronchial irritation accompanying it, and are so 
often lost sight of subsequently, that no person of any experience 
will venture to give a decided opinion, except in very clearly 
marked examples of each disease. It is to be remembered that 
when the bronchial affection has passed, the signs of remaining 
consolidation at the apex are never found in childhood; if any 
localization of tubercle prevail at this period of life, it is only in 
the glands at the root of the lungs. 
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CHAPTER XXI. 
EXAMINATION OF THE HEART. 


History and General Symptoms— Changes independent of Disease 
—Special Signs. 

Div. 1—LHvidence of Alteration in Size—Increased impulse—Irre- 
gular Action—EHatended Dulness—their Mutual Relations. 

Drv. Il.—Auscultatory Phenomena.—§ 1. Modifications of Normal 
Sounds—in Intensity—in Distinctness—in Khythm—§ 2. Frie- 
tion—its Characters—its Indications—§ 3. Endocardial Murmurs 
—their general Characters—(A) Diastolic—Aortic—Mitral—(B) 
Systolic—(1) at the Apec—Mitral—Tricuspid—(2) at the Base 
— Aortic—Pulmonic—Blood-sounds in general. 


In Chapter XVII, when considering the history and general 
symptoms of diseases of the chest, it was remarked that dyspnoea 
and palpitation are the chief subjects of complaint with patients 
suffering from disturbance of the circulation, and that the history 
of the attack is usually obscure and imperfect. It may be added 
that these symptoms are much more frequently mentioned when 
their cause is merely functional than when organic lesion exists. 
Pain is an almost constant attendant on pericardial inflammation; 
it is also occasionally met with in old structural changes, present- 
ing itself sometimes under the form of angina. A history of 
rheumatic fever, any indications of a tendency to dropsy, or the 
presence of chronic lung affection, and especially of bronchorrhea, 
are each of them more or less valuable in estimating the proba- 
bility of disease of the heart. In most instances, however, its 
- presence may be very conclusively shown by the action of the 
pulse, the discoloration of the face, the impulse against the ribs 
which accompanies the movement of the organ, and the characters 
of the sounds produced, as they are changed by specific forms of 
disease. rrors in diagnosis chiefly arise from confounding the 
signs of the functional with those of the structural maladies. 

We must presume that the student is familiar with the position 
and average force of the impulse which each stroke of the heart 
conveys to the finger placed between the fifth and sixth rib; with 
the usual extent of dulness on percussion observed in the pre- 
cordial region, when it is of normal size; and with the sounds 
which accompany its systole and.diastole in a state of health, 
hence called systolic and diastolic, or first and second sounds. In 
each of these particulars, changes may be perceived which are 
quite independent of disease of the heart; its position may be 
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altered by effusion into the pleura or peritoneum; its impulse 
may be rendered more evident by emaciation, or by consolidation 
of the lung, or may be lessened by opposite states; the sharpness 
and force of the shock may be greatly increased by mere nerv- 
ous excitement; and the preecordial dulness may be diminished 
or increased in extent, as it happens to be more or less covered 
by resonant pulmonary tissue. 

Nervous palpitation without increase of size of the heart itself, 
will be observed to vary much in intensity from time to time, 
and this especially according to the mental condition, whether of 
excitement or of depression. Attention directed to the organ 
greatly influences it, and not unfrequently the fact of making the 
‘examination is of itself sufficient to excite or increase the palpi- 
tation, which again gradually subsides; this condition is one 
which attracts the patient’s notice much more than palpitation 
depending on real disease. 


___Division I.— EVIDENCE oF ALTERATION IN SIZE. 


Those deviations from the normal conditions which afford the 
most certain indications of changes in the dimensions of the heart, 
and ought therefore to be especially studied by the learner, are 
the following: When the heart beats lower down than in health; 
when the usual shock of its impinging on the parietes becomes 
diffuse, heaving, undulatory, or irregular; when the dulness on 
percussion is extended in an inward or an upward direction; and 
when the stethoscope reveals sounds which are not heard under 
ordinary circumstances. 

With the exception of the stethoscopic signs, all of these derive 
their value from their affording the most conclusive evidence 
which we possess of changes of size in the organ; and this con- 
sideration ought always to be taken into account in making a 
diagnosis of disease of the heart. For no important deviation 
from health can long persist without affecting the muscular struc- 
ture; and alterations in thickness, in capacity, and in power are 
those which are really efficient in developing the secondary affec- 
tions accompanying the advanced stages of disease. 

1. Its impulse being felt at a lower point than usual, is almost 
a certain sign of enlargement. 

2. When the action is heaving and powerful, lifting up the 
stethoscope, or even the héad of the listener, at each impulse, the 
walls must necessarily be thickened: in such cases the sharpness 
—_ of the stroke is lost, and its duration prolonged. In other instances 
the impulse is much more diffuse, and less forcible, the heart 
coming in contact with different portions of the chest at successive 
intervals during the prolonged systole, with an undulatory move- 
ment, in which no distinct stroke is felt: we have then reason to 
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believe that the enlargement depends more on increased size of 
the cavities than on thickening of the walls. 

8. Irregularity of action is very important, although of some- 
what indefinite signification. It must not be confounded with 
intermission when a single beat is occasionally omitted or abortive, 
or a short pause occurs at certain intervals. Continued irregu- 
larity must be regarded as a positive sign of disease, but 1t may 
coexist with almost any form of lesion. It is probably most fre- 
quently met with in disease of the mitral valve. : 

4. The extension of dulness towards the sternum derives its 
value from the circumstance that there the heart is uncovered by 
lung, and the liability to inaccuracy is not so great as when an 
attempt is made to measure it outwards. In enlargement of the 
heart the percussion dulness is, no doubt, extended in every 
direction, and a practitioner well versed in the physical aids to 
diagnosis would be able to detect the exact dimensions of the 
organ, in spite of the interposition of resonant lung-tissue: the 
student cannot expect to do so with accuracy. In an upward 
direction diminished resonance may be distinguished with tolerable 
readiness; but when the sound is clear over the sternum it is 
probably due to some other cause than hypertrophy: it is, for 
example, especially marked in distension of the pericardial sac 
after pericarditis. 

5. In connection with the preceding indications, the stethoscopic¢ 
signs are most valuable in explaining the causes of increased or 
irregular action, because the abnormal sounds are produced by 
actual changes in the relation of solids and fluids, and enable us 
to assert more or less positively what is the nature of that change. 


The altered position of the impulse may possibly be due to an adherent 
pericardium; but in this case there is very generally also hypertrophy, and 
the idea of enlargement is probably correct. If it can be shown that there is 
no enlargement, this alteration of the impulse affords the most reliable evi- 
dence of pericardial adhesion, which after all can only be guessed at. 

There ought to be no difficulty in distinguishing the heaving impulse of 
hypertrophy from the short. sharp stroke of nervous palpitation; and yet in 
very many instances people are told that they have disease of the heart in 
consequence of the one being mistaken for the other. 

Undulatory movement, in strict language, is only produced when the peri- 
cardium is full of serum; a largely dilated heart merely simulates it: in the 
one a wave is transmitted from the apex towards the distended upper extremity 
of the sac, at each systole ; in the other, different portions of the organ come 
in contact with the chest in succession, but the definite course of a wave can- 
not be traced: the one occurs during an acute attack, the other is seen in 
chronic disease. xy 

Irregularity is best recognized by the action of the pulse: by it the meaning 
of the term intermission is also more readily understood; the abortive con- 
traction of the heart produces no pulsation at the wrist, and a beat is lost 
just as much as if the heart stood still, The word “uneven” is used to signify 
a pulse of unequal force; an irregular pulse implies inequality in the duration 
as well as in the force of successive beats. Irregular action may subside 
under treatment, but during its existence it is a permanent, not a temporary 
condition; hence we speak of continued irregularity as a sign of disease. 
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The extension of dulness towards the sternum can only deceive when there 
is a morbid growth in the anterior mediastinum: the dulness in such a case 
does not usually terminate on a level with the base of the heart. It is of im- 
portance to observe whether the apex continue to beat in its usual position, 
lest displacement be mistaken for enlargement. 


In endeavoring to establish correct rules for diagnosis, it has 
been our constant aim to avoid taking solitary indications, how- 
ever definite in themselves, as specific signs of any one form of 
disease. This rule must be applied to the varieties of pulse ob- 
served in disease of the heart, which shall be enumerated as they 
present themselves to our notice in considering the sum of the 
evidence in each case. It is also applicable to the suggestion of 
adherent pericardium above referred to, and to the angular or 
pear-shape which we may find the precordial dulness to have 
assumed when dependent on hydro-pericardium; no one who 
studies diagnosis aright will suppose the existence of such a con- 
dition, unless acute symptoms have preceded it ; passive effusion 
is never sufficiently extensive to produce the effect. 

If we commence with irregularity of action as one of the most 
evident signs of disease, we find in practice that it may coincide 
with the other phenomena already enumerated in very varying 
degrees, and from a consideration of these associations the follow- 
ing conclusions may be drawn as probable explanations of the 
condition of the heart. 

a. With increased heaving impulse we may assume the exist- 
ence of hypertrophy with or without valvular lesion. 

b. Without increased impulse, but with extended dulness, en- 
largement consisting especially in dilatation of the cavities, while 
the walls are not much thickened, or may be even thinner than 
natural; and again either with or without valvular lesion. 

c. When abnormal sound is heard, we may be pretty certain 
that there is valvular insufficiency along with either hypertrophy 
or dilatation, as the other indications tend to show. 

-d. Avery feeble pulse, with signs of hypertrophy, would afford 
very clear evidence of imperfect closure of the mitral valve. — 

e. When none of these conditions accompany the irregularity, 
we may be led to believe that it is due to thinning of the walls 
of fatty degeneration without dilatation to any extent; it may 
possibly ‘be also caused by adherent pericardium. 

Trregular action seldom accompanies hypertrophy without valvular lesion ; 
whereas it is most commonly present in dilatation and thinning of the walls 
whether the valves be healthy or not.’ The character of the pulse varies with 
the peculiar form of the valvular lesion, but in most instances the morbid 
sound heard on auscultation is more trustworthy: it now and then happens, 
however, that when the mitral orifice does not close during the systole, no 
bruit can be detected; and then the extreme feebleness of the pulse, contrast- 
ing with the force of the heart’s action, serves as a very useful guide. When 
vaivular lesion has not led to alteration in size, it is not accompanied by 


irregularity of action. , 
It mane “eieo be borne in mind that very considerable hypertrophy may be 
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almost completely concealed by overlapping of the lung, and therefore great 

‘caution must be exercised in deciding that irregular action depends on simple 
atrophy or fatty degeneration. Each of these subjects will be again referred 
to more in detail. 


When there is no irregularity, the only trustworthy indications 
of enlargement are— x 

a. If increased action be associated either with extension of 
dulness in an inward direction or with an apex-beat lower than 
in health ; 

b. If with the increased action or the extended dulness there 


be anything of an undulatory movement, and especially if this be 


accompanied by some unusual sound on auscultation. 


DIVISION II].—AUSCULTATORY PHENOMENA. 


In very many instances these alone are sufficient to determine 
the existence of disease in an early stage, before any change has 
occurred in the actual dimensions of the organ; in other instances 

‘they explain the causes of the change. They may be divided 
into modifications of normal sounds, and morbid sounds—“ bruits” 
or “murmurs,” as it seems better to call them, to distinguish them 

- from those which, par excellence, are called the sownds of the heart. 
These bruits, again, comprise those formed in the pericardium and 
those formed within the heart, sometimes classed as exocardial 
and endocardial: the only pericardial bruit is friction ; the endo- 
cardial, on the other hand, are divisible into the systolic and 
diastolic. We shall attempt to show what deductions may be 
drawn from their presence, and how the student may best refer 
the sound heard to one or other of these classes. 


Much confusion is created by unnecessarily increasing the nomenclature of 
various sounds, It is quite allowable to employ a particular name to desig- 
nate any unusual bruit, such as ‘“ purring,” or “ musical,” but its exact cha- 
racter is now known to\be of far less importance than its position and time of 
occurrence with reference to the rhythm of the heart’s action. It seems quite 
unnecessary to introduce such a name as exocardial: if it mean to include 
sounds formed in the pleura, and not in the pericardium, the classification is 
objectionable; if it be restricted to the pericardial bruit, we need employ no 
other name than friction; creaking is but a form of friction, and the name 
“to and fro” sound which has been sometimes used, is only applicable to cer- 
tain cases—a majority, truly, but not all. With regard to endocardial mur- 
murs, again, the introduction of the word regurgitant perplexes the student : 
either a systolic or a diastolic bruit may be regurgitant; and regurgitation 
may take place at any of the sets of valves; it merely expresses the fact of 
the ordinary current being reversed—a fact which is quite as explicitly stated 
when the bruit is named according to its time and place. If during the dias- 
tole the left ventricle be filled from the aorta as well as from the auricle, there 
is regurgitation: if during the systole the blood pass out into the auricle as 
well as into the aorta, there is also regurgitation ; but any one who understands 
the mechanism of the heart’s action knows that the expressions diastolic aortic, 
and systolic mitral murmurs imply these facts, and have the great advantage 
of being definite statements regarding disease, 
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§ 1. Modifications of Normal Sounds. 

a. They may have a ringing distinctness in consequence of 
nervous excitement: this is no indication of disease; it is tran- 
sient, and when the palpitation subsides, the sounds resume their 
ordinary characters. 

6. The first sound especially tends to become short and sharp in 
thinning of the walls of the heart: the chief distinction between 
this and the preceding condition is its permanence, and its inde- 
pendence of excitement and palpitation. 

c. They become dull and indistinct, though loud, in hypertro- 
phy. The prolongation and indistinctness of the 1st sound in 
particular, is the reason why they are often spoken of as being 
-weaker than the sharp flapping sound of dilatation. 

d. Distance and obscurity of sound is produced by’the inter- 
position of fluid in the pericardium or overlapping of the lung, 
especially in emphysema. 

e. The rhythm, or proportionate duration of each sound, is very 
liable to be altered in the commencement of an inflammatory 
attack: this condition is very generally the precursor of some 
more definite evidence of change of structure; but it is associated. 
with other forms of disease, and is also occasionally casual and 
transitory, the sounds returning to those of health. 

f. Hither 1st or 2d sound may be reduplicated. Each stroke 
of the pulse is represented by three or even four sounds heard in 
the precordial region. It is generally the 2d sound which is 
reduplicated, the 3d following close upon it, and occupying the 
pause which in health intervenes between the end of the 2d and 
the commencement of the 1st sound. When the Ist sound is 
reduplicated, it causes of necessity reduplication of the 2d. This 
modification does not always imply disease: it seems to be due 
to irregular muscular action, and we can only decide from other 
circumstances whether the defect be in the muscle itself, in the 
nervous system, or in the mechanism of the circulation. 


- The most important of the modifications just enumerated is that in which 
the rhythm of the sounds materially deviates from that in health, The relative 
duration of each sound and of each pause is in the normal state so constant, 
that it may be assumed with great confidence that disease is present when this 
relation is broken through. It is therefore of very great value in leading us 
either to discover past changes in structure, of which the evidence is imper- 
fect, or to prepare for impending inflammation: it may thus lead to the dis- 
covery of an endocardial murmur-which was not suspected, or may be the 
only proof left that pericarditis has preceded when friction is already abolished ; 
‘while in cases of acute rheumatism, or inflammation in the chest, it prepares 
us for an attack of peri- or endocarditis : and in those cases in which it passes 
off without any further evidence of disease, we are left to conclude that our 
remedies have aided in warding off very serious mischief. ; 

The loudness of the sounds depends so much more upon the proximity of 
the heart to the chest-wall than upon the intensity of the sound itself, that 
but little reliance is to be placed on it as an indication: and perhaps in no 
case is it so marked as in the palpitation of nervous excitement. ‘The very 
- game circumstance which most frequently serves to conceal the dulness, and 
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increased impulse in hypertrophy, serves also to diminish the loudness of the 
sound; and therefore, when much overlapped by the lung, the one source of 
information does not help to correct the other. Its intensity is of most ser- 
vice in cases of nervous palpitation, and in thinning of the walls of the heart 
without palpitation; in the one the shrillness of the sound is opposed to the 
idea of hypertrophy, in the other it leads to the suspicion of change of struc- 
ture, which is not revealed by any other sign. : 

Reduplication, like intermission, suggests some imperfection in the relation 
of nervous force and muscular contraction, in so far as one serves to regulate 
the other; but while we are able to draw a distinction between intermission 
and irregularity, as indications of disease, we are not able to lay down the 
same certain rules in reduplication. We may be very confident that when 
both sounds are reduplicated there is some form of disease present: redupli- 
cation of the second sound is very often caused by imperfect closure of the 
auriculo-ventricular aperture on one side, which causes the systole of one 
ventricle to terminate more quickly than the other; but it is also heard, like 
intermission, in what we call mere functional disturbance. It will be readily 
understood that when either sound becomes prolonged by the presence of a 
murmur, the reduplication is lost in the continuous bruit. It is wise in prac- 
tice to restrict the term reduplication to cases in which no bruit is detected ; 
for example, when there is a slight diastolic aortic murmur, the second sound 
of the heart, formed at the pulmonic valves, may be heard quite distinct and 
separate from the aortic bruit, which replaces the second sound there; but 
the two do not consist of a reduplicated second sound, but of the sound and 
the bruit, which are heard separately, the one short and terminating at its 
usual time, the other prolonged. 


§ 2.. Friction —The distinctive character of this sound is to be 
sought less in its peculiar acoustic properties than in the time 
of its occurrence with reference to the natural sounds of the heart. 
It has no further relation to them than that it is caused by the 
movement of the organ consequent on its alternate contraction 
and dilatation ; hence it forms no part of the natura] sounds, does 
not occur at the same instant, does not follow the same rhythm, 
but is usually heard somewhere between and distinct from them. 
The natural sounds may be inaudible either because effusion 
renders them indistinct, or because the friction is so loud as to 
overpower them, but it neither takes their place nor alters their 
character. Though called a “to-and-fro” sound, it is not neces- 
sarily double, but it certainly is so in a great majority of cases. 
Among its distinguishing features the following may be regarded 
as the chief :— 

a. It may be heard anywhere over the precordial space, and 
frequently only at one point distinctly : when thus circumscribed 
it is especially to be sought either where the membrane is reflected 

wae base of the heart, or where the apex impinges against the 
ribs. 

b. The sound is usually rough and grating, and seems to be 

superficial and close to the ear of the listener. 
_ ¢, A double friction-sound is more easily recognized than when 
it is single; endocardial bruits are also sometimes double, but in 
. ane friction the duration of each is more equal, and 
shorter. 
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d. The time of its occurrence with reference to the natural 
sounds forms our best guide in determining its nature. It com- 
mences distinctly after the 1st sound and impulse of the heart; 
the to and the fro friction bruits follow each other rapidly, with a 
very short interval, which corresponds with the beginning of the 
2d sound of the heart; then comes a longer pause, during which 
the first sound is again heard, followed up by the recurrence of 
friction, 


During the existence of pericarditis, many circumstances occur to conceal 
the ordinary sounds of the heart: and when there is any difficulty in distin- 
guishing them in the precordial space, they should be listened for above the 
base of the heart, in the second intercostal space. 

There are two circumstances which chiefly tend to render friction-sound 
liable to be confounded with other bruits: viz., a scanty secretion of lymph, 
and an abundant secretion of serum. The friction may in either case be 
single; in the former it is almost always limited to the reflexion of the peri- 
cardial membrane at the origin of the great vessels, and might therefore be 
taken for an aortic murmur; but in addition to the indications derived from 
the other characters enumerated, it is especially to be noted that its position 
and point of greatest distinctness are below, and not above the base; the very 
opposite is true of an aortic systolic murmur, and an aortic diastolic murmur 
presents other features which are very distinctive. If friction-be obscured by 
the presence of serum, the point where it is most likely to be met with is the 
apex; here, too, in position it is much below the ordinary situation of a mitral 
murmur; but it is further to be recognized by the circumstance that it is 
much louder when the ribs are depressed at the end of expiration, and may 
be very often rendered temporarily so by simple pressure. _ 

Friction differs from endocardial murmur in its acoustic properties very 
decidedly, when a well-marked example is compared with the pure bellows- 
sound; and the student ought to make his ear familiar with their respective 
characters; but in many cases he must be prepared to find each approximate 
so closely to the other that the character of the sound is not sufficient to de- 


- note whether it be formed in the heart or pericardium. 


+ 


The best mode of determining whether the rhythm of a double bruit heard 
in the precordial space differ from or coincide with that of the systole and 
diastole, is to listen above the base of the heart, where pericardial friction 
always becomes inaudible; when the ear is fully accustomed to the rhythm of 
Ist and 2d sounds as there heard, the stethoscope should be immediately 
passed to the point at which the bruit is most distinct; if it be pericardial, 
the ear will at once detect the difference in duration, and the want of harmony 
with that just listened fe z 


The discovery of friction may be taken as unmistakable evi- 
dence of the presence of pericarditis, and hence the importance 
of being able clearly to determine its true character. In speak- 
ing of pericarditis (Chap. XXII. § 1), the ordinary correlative 
symptoms will be pointed out; and while, on the one hand, these 
may be so striking as to leave no doubt in the mind of the ob- 
server that changes in percussion resonance, or in the rhythm 
and intensity of the heart’s action, are due to pericarditis when 
friction cannot be detected, yet on the other they may have been 
so slight that but for the presence of friction we should not know 
of the existence of the inflammation at all. The change’ of fric- 
tion into creaking is far less common in the pericardium than in 
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the pleura; when such a sound is heard, the principles of its diag- 
nosis are the same as those already given for a single friction- 
bruit, and it will be all the easier because of its creaking charac- 
ter, which is so unlike an endocardial murmur. There is only 
one further question in regard to friction which the observer has 
to determine, in order that his diagnosis of pericarditis may be 
quite certain; it is that the friction is really in the pericardium, 
and not in the adjacent pleura. Now, the only chance of its © 
being in the pleura is, when it is local—to one side, and not in 
front of the heart; and if the doubt be suggested to the mind, 
its validity can readily be tested by making the patient hold his 
breath; but it must be remembered that pericardial friction be- 
comes more distinct, or may be only audible when the ribs are 
depressed, and therefore the patient should be taught to hold his 
breath after an expiration, not after an inspiration. 


§ 8. Endocardial Murmurs—Hither sound of the heart may 
be prolonged beyond its ordinary duration, and lose its usual dis- 
tinctness, when the sound is commonly called rough: or they may 
be entirely superseded by a lengthened bruit, which has either a 
character of extreme softness (the true bellows-murmur, or bruit 
de souffie), or that of a very harsh grating noise, or even ap- 
proaches to a musical tone. From the slightest degree of rough- 
ness or prolongation, to the loudest possible bruit, every link is 
filled up by murmurs which glide by insensible gradations into 
each other, and unite the extremes together under one common | 
denomination. The essential element in their production is an 
altered relation of the blood to the solid structures, whether by 
change in the one or in the other; and they are only heard when » 
the blood is in motion. They therefore correspond exactly to 
the systole or diastole of the ventricle as the blood is passing out 
of, or into those cavities: they may commence a little before or 
a little after the true time of the natural sound; they may be 
carried on through the interval of pause, but they cease directly 
when the opposite action comes into play, either to be followed 
- by the natural sound to which that gives rise in health, or by a 
bruit corresponding in time to it. 

Their character, as caught by the ear, is always more or less 
blowing, the passage of fluid in this respect offering very close 
analogies to that of air through a constricted aperture. We are 
not sufficiently familiar with the laws of its production to be able 
to deduce from an analysis of the character of the sound the 
exact changes in which it originates, but in general terms it may 
be assumed that when the murmur is very soft the solid parts are 
not very greatly altered, and that when very rough, grating, or » 
musical, there 1s either very considerable constriction, or a semi- 
detached mass floating down the current, and thrown into vibra- 
tion as the blood passes. It isa point of some difficulty to deter-— 


ve 
% 


7 


% 


ENDOCARDIAL MURMURS. 295 


mine when roughness and prolongation ought to be set down as 

only a modification of normal sound—when they ought to be 

regarded as something additional or superadded taking its place ; 

the booming first sound of hypertrophy, and the reduplicated 

pee sound of unequal contraction, ought never to be called 
ruit. 

The readiest mode of determining whether the murmur be 
systolic or diastolic is to place the finger where the heart. can be 
felt striking on the chest. If the sound commence at a period 
equally distant from each of two impulses, and intermediate be- 
tween them, the sound is diastolic, it ends just before the heart 
strikes on the chest. If, on the contrary, it be nearly coincident 
with the stroke, it is systolic—it commences about the same time 
as the impulse, and ends long before the next stroke is felt. When 
the murmur is systolic, the sound produced by the moving of the 
blood may be either due to alterations in the orifices through 
which it passes, or to changes in the character of the blood itself, 
or to a combination of both. But if a bruit be recognized to be 
diastolic; it may be decided at once that there is valvular imper- 
fection; and in the majority of instances there is disease of the 
aortic valves, by which blood is allowed to return into the left 
ventricle. 


‘If we inquire into the mechanism of the circulation, we find that the force 
with which the blood passes from the auricle into the ventricle is much feebler 
than that by which it is propelled into the arteries, and also that the power 
of the left ventricle is very much greater than that of the right; and, inas- 
much as the circulation through the arteries is carried on during the interval 
between one systole and the next by the resiliency or contractile force of the 
vessels, the rebound in the aorta and in the pulmonic artery, in cases of im- 
perfect valves, are each in proportion to the muscular power of their respect- 
ive ventricles. In addition to this, we have the pathological fact that disease 
of the aortic valves is a common occurrence, while disease of the pulmonic 
valves is very rare. During the systole, the ventricles empty themselves of 
blood with a force equal to the contractile power of each muscular wall; and 
the vibration of the particles of blood thus produced, when its relative pro- 
portions deviate from those of health, become audible, even when there is no 
unusual obstruction to the current. During the diastole, again, the ventricles 
- are filled; and when there is no alteration of texture in the cardiac aper- 
tures, no change of quality in the blood is ever sufficient to develop audible 
vibrations, since the movement is caused only by the feeble contractions of 
the auricles, When the auriculo-ventricular aperture is very much altered by 
disease, especially if the vibratory power of the blood be at the same time 
increased by anezmia, a diastolic bruit is sometimes produced on the left side 


_ of the heart; on the right side it has-never been recognized. When, again,» 


the aortic valves close imperfectly during the diastole, the ventricle is partly 
filled from this source also; and the force with which the resiliency of the 
artery drives it back against the roughened or imperfect valves, and still more 
the circumstances of its meeting with the current from the mitral valve in an 
opposite direction, is quite sufficient to produce audible vibration. The very 
same circumstance might happen on the right side of the heart, but I am not 
aware that it has ever been recorded ; and the smaller amount of contractile 
force in the pulmonary artery, as well as the rarity of disease of the pulmonic 
-yalves, would lead us to expect that the event should be a very rare one. 
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A. Diastolic Murmurs—When a diastolic murmur is recog- 
nized, we have really, in practice, only to determine whether it 


be aortic or mitral. P 
a. The probabilities are much in favor of the former, consider- 


ing the relative frequency of each. 

i. Mitral diastolic murmur, as it presupposes very considerable 
change in texture in the valve, cannot, one would imagine, exist 
without a mitral murmur also accompanying the systole: this is 
not necessarily the case in patency of the aortic valves. 

c. The position at which each is heard in its greatest intensity, 
and the direction in which it is prolonged, are distinct, though 
not differing so greatly as to form such a ready means of diagnosis 
as might. be @ priori expected. 

d. Further evidence of insufficiency of the aortic valves, if this 
be presumed to be the cause of murmur, is to be obtained from 
the character of the pulse, which seems to be left almost empty 
by the blood falling back upon the heart after each stroke, and 
again filling the artery with a jerk. 


The aortic diastolic is, in fact, a murmur of regurgitation, while the mitral 
is not; and this would of itself, apart from the consideration of force, explain 
the different frequency of each: for it is not necessary that there be any 
roughness or constriction of the aortic valves ; a smooth aperture left by tear- 
ing or ulceration of a valve which permits regurgitation, when the recoil of 
the blood follows the systole, of necessity causes a diastolic murmur by en- 
countering the opposing current of the blood. Hence, a systolic bruit at the 
aortic valves is not always to be heard when a diastolic one is present, as I 
believe is unavoidable at the mitral orifice. With this, too, is closely con- 
pected the fact that the position at which the sound is heard in its greatest 
intensity is not so different as might be supposed. In some cases, no doubt, 
the blood is set into vibration, as it passes the roughened or constricted valves 
in its backward course ; but in other instances the vibration only begins when 
it meets the current from the auricle: in the one case it can be traced for 
several inches in a slanting direction, from the root of the aorta towards the 
apex, of pretty nearly equal intensity throughout; in the other, while the 
direction remains the same, the length may be diminished to about an inch 
near the centre of the heart. The mitral diastolic murmur reaches to about 
the same point, and will be readily understood how difficult it must be to 
determine a difference in direction, although nearly at right angles to each 
other, when the whole extent in each case does not exceed an inch. There 
is, however, one point characteristic of the mitral diastolic murmur; the vibra- 
tion is produced at the valve itself, and the sound is always heard in greatest 
intensity there, and diminishes in distinctness as it passes across towards the 
sternum to meet the line of the aortic diastolic murmur; such a circumstance, 
without the hammering pulse, would be to my mind sufficient for the diagnosis. 
On the other hand, a hammering pulse would very probably decide in favor 
of insufficiency of the aortic valves, even when the loudest. sound seemed to 
be nearest to the apex. 


B. Systolic Murmurs.—The first question for consideration with 
regard to a murmur of this class is whether it be formed at the | 
apex or at the base of the heart; and this is to be determined by 
the relation of its point of greatest intensity to the outline of the 
organ given by percussion, and the position of the apex-beat. A 
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very moderate degree of care in making the examination is gene- 
rally sufficient to determine this point, which can only be rendered 
doubtful when there is no special locality where the intensity is 
greater than elsewhere. 


1. Systolic Murmurs at the Apex. Commencing at the centre 
of the heart, we listen to the quality and rhythm of the sounds 
heard there, and move the stethoscope gradually downwards and 
outwards: the 1st sound will have lost its distinctness, and will 
present a character of roughness at the centre, which becomes a 
decided bruit at the apex. 

a. When the bruit is dependent on imperfect closure of a valve, 
the ear generally detects a spot of limited dimensions at which 
the murmur is much more distinct than elsewhere—the rough- 
ness of the 1st sound passes suddenly into loud bruit. 

6. This point of greatest intensity varies somewhat from un- 
known causes. In insufficiency of the mitral valve, it is to be 
found most commonly on a level with the apex, about an inch 
nearer to the sternum; and next in frequency, about an inch 
above the apex-beat, near to the nipple; less commonly some- 
where between those points. 

c. When the murmur is heard in greatest intensity consider- 
ably to the right of the apex-beat, or at the end of the ensiform 
cartilage, we may suspect that it is due to imperfection of the 
tricuspid valve; but this sound is less local, and therefore less 
certain. 

d. If the murmur, though decidedly more distinct towards the 
apex than at the centre of the heart, present no local point of 
greatest intensity, we may still conclude that it is a valvular sound 
if the heart be increased in size, and, in all probability, a mitral 
murmur. ‘ 

e. Occasionally, mere changes in the quality of the blood pro- 
duce a murmur which is audible over the centre of the heart, but 
seems to become more distinct towards the apex. It is therefore 
necessary, in such cases, to study the history and symptoms with 
care, in order that our diagnosis may not be at variance with 
some particular indication which has been overlooked. 


9. Systolic Murmurs at the Base—Proceeding in the same man- 
ner from the centre of the heart, the murmur becomes louder and 
more distinct as we travel upwards; but the ear seldom comes 
upon a point where its intensity is so suddenly increased as at the 
apex. Here it is that bruits dependent solely on blood-changes 
are most commonly found; and it is sometimes a matter of great 
difficulty to determine whether there be any structural alteration 
r not. : 
= a. When a diastolic bruit is also heard, there is necessarily 
valvular disease, and, as we have already mentioned, probably 
disease of the aortic valves. 
20 
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b. If there be evidence of enlargement of the heart, the bruit 
is also almost certainly dependent on disease of the aortic valves, 
or root of the aorta. It must, however, be clearly made out that 
it is real hypertrophy and not mere nervous excitement. 

c. A murmur which can be distinctly localized at the base of 
the heart, and is only faintly audible, or cannot be heard at all 
above the third rib, is probably due to disease of the valves ; one 
which is diffuse and cannot be readily localized within the limits 
of the precordial dulness, is more likely to be caused by altered 


blood. 
d. A murmur which can be traced from below the third car- 


tilage on the left side to the second interspace on the right, is 
generated in the aorta; one heard most distinctly in the second 
interspace on the lett side, is probably produced in the pulmonary 
artery. In the one case there may be disease of the valve, in the 
other there is probably only change in the character of the blood. 

e. When there is any suspicion of disease, the history and 
general symptoms must be carefully inquired into: an anzemic 
state may account for the existence of a murmur, and, under all 
circumstances, necessarily increases its intensity. 


Some authors distinguish pre-systolic and post-systolic murmurs from such 
as may more properly be called systolic. The names are ill chosen, and apt 
to convey a wrong impression, and the division is too minute to be followed 
by the student; but the possibility of some variation in the time of their 
commencement should be remembered, so as not to confound a systolic mur- 
mur, which does not exactly coincide with the apex-beat, with a diastolic one. 
The one ends at or near to the time of the beat, the other begzns then, and 
ends long before the heart can be again felt impinging on the ribs. 

As a general rule, blood-sounds are characterized by great softness: and a 
whizzing, grating, or musical noise may be safely concluded to depend on 
some valvular defect. 

Local distinctness is one of the best distinguishing features of mitral insuf- 
ficiency. It is to be traced when no hypertrophy of the organ is present, and 
very commonly coincides with a history of rheumatic fever. Irregular action, 
feebleness of pulse, congestion of the lungs, &c., leave no doubt as to the 
regurgitation of the blood through the mitral orifice when the position of the 
murmur is doubtful, and may even be sufficient to prove this condition when 
no murmur can be heard at all. It is not necessary to go into the further 
question whether the imperfect closure of the valve depend upon alteration 
in its.own texture preventing the edges from accurately adapting themselves 
to each other, or upon changes in relation between the size of the cavity and 
aperture, and of the membranous valve, or of the length of the corde ten- 
dine ; though each of these causes may give rise to mitral insufficiency. 

~ An anemic murmur is very seldom to be traced in greater intensity towards 
the apex, but that it is so occasionally is quite certain ; and the fact must not 
be forgotten. The general indications which would confirm the opinion that 
it was due to blood-change only, are that the patient is young, and has never 
had rheumatic fever, and that the aspect is decidedly anamic—blood passing 
backwards through the mitral valve tends to produce blueness of skin, from 
obstruction to the circulation in the lungs: a bruit in the carotid artery or in 
the jugular vein, when none can be traced at the base of the heart, is also a 
valuable indication ;: the pulse in such circumstances is not at all deficient in 
power, but it may not be perceptibly so, even with decided mitral insufficiency, 
when regurgitation takes places only to a small extent. It may be suggested, 
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in explanation of this form of blood-murmur, that the vibration is excited by 
the friction of the particles against the columne carne when the blood is in 
such a condition that it can be readily produced, and that it is heard with 
greater intensity towards the apex only because the base of the heart and 
the great vessels were deeply covered by lung-tissue, and the apex compara- 
tively exposed in the. particular instances in which it has been noticed; and 
this is the more probable, because it very generally varies in position and 
intensity from day to day. 

Tricuspid regurgitation seems to be a very common condition, and is very 
rarely indicated by the presence ofa bruit. "This is to be explained no doubt 
by the minor force of the right ventricle; and it is therefore only in conditions 
of very decided disease that a tricuspid systolic murmur is met with: such 
cases, pathologists know to be very much rarer than corresponding disease of 
the mitral. valve. 

At the base of the heart bruits are so often dependent on blood-changes, 
that the diagnosis can rarely be made with any approach to certainty from 
the character and position of the murmur itself: and we therefore look in 
the first instance to the aspect of the patient, the history of the case, and the 
evidence of disease of the heart from diastolic murmur or hypertrophy, to aid 
in the determination. In no case perhaps is error more liable to be committed 
than in mistaking nervous excitement for hypertrophy, and deciding that there- 
fore the bruit heard is an indication of valvular disease. 

In speaking of chronic blood-ailments (Chap. VIII., 3 4) those circum- 
stances were mentioned in detail in which an anemic bruit is probably to be 
heard ; and it was there stated that, as the cause of the production of sound 
is in the blood itself, the motion among its particles caused by its passage 
through the healthy heart is sufficient to excite the vibration, and that the 
point at which the bruit is heard in its greatest intensity is only that which 
is most superficial; but that, as a general rule, it tends to be diffuse, and is 
audible over a large surface. In the majority of cases, a systolic murmur at 
the base heard relatively louder over the second interspace on the right side 
of the sternum, indicates disease of the aortic valves, while one relatively 
louder in the same interspace on the left side, directly over the base of the 
heart, or, extending towards the left shoulder, is only a blood-sound : a local 
bruit in the third interspace on the left side, which is not propagated in either 
direction, is most commonly caused by valvular disease. 

As the ratvonale of these rules, the following considerations may be sug- 
gested. Bruits are all heard more loudly over an interspace than over the 
rib immediately above or below: the third interspace on the left side is that 
in which the sound actually produced at the valve is best’ heard; and for all 
practical purposes we may for the present disregard disease of the pulmonic 
valves altogether, and assume that the question lies between disease of the 
aortic valves and anemia. True valvular sound is therefore necessarily heard 
best, unless the heart be much enlarged upwards, in the third interspace ; and 
it may possibly not be propagated to any distance beyond, but heard there 
only : if, on the other hand, any anemia be present as well as disease of the 
valve, the sound will be propagated along the aorta, not along the pulmonary 
artery ; and therefore it will be relatively loudest on the right side above the 
third rib, though aot so loud there as where it is actually produced. The 


ease of a simple anemic bruit is quite different: there is no distinct point in 


the course of its passage through the heart where the blood is thrown into ° 


vibration, but wherever vibration occurs, the sound is produced: practically 
the pulmonary artery is most superficial, and therefore, though it can be 
heard in the aorta, the bruit is relatively louder in the pulmonary artery, and 
consequently at that interspace where in very thin persons this artery may be 
often felt pulsating ; the second on the left side. _ 

In consequence of the statement here made, it will be seen that proof of the 
actual existence of anemia, whiffing sounds in the arteries, “bruit de diable” 
in the jugular veins, &c., although it throw some doubt over the probability 
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of true valvular murmur, must not be assumed to disprove it altogether. It 
is probable that when a valvular bruit is distinctly propagated along the 
artery, there is almost always some degree of anemia to account for it; and 
that the really valuable indication is that there is a point at which the vibra- 
tion commences, while its propagation along one vessel or the other is of minor 
importance; because, although it be true that a pulmonic valve murmur 1s 
exceedingly rare, the principles of diagnosis must recognize its possibility, 
and endeavor to prove its presence or absence. Such a murmur is very likely 
to be propagated along the pulmonary artery ; and here, again, the only valu- 
able indication would be the existence of a point somewhere below the third 
rib, probably very close to or under the sternum, from whence the vibration 
commences. If any one will take the trouble to listen to the sound heard in 
the carotid arteries in a few instances of acknowledged disease of the aortic 
valves, he will very quickly find that the propagation of the bruit depends on 
something else than the diseased valve which produces it, as the intensity of 
the bruit in the one situation bears no constant relation to its loudness in the 
other. This subject has been mentioned at some length, because the direction 
which the sound takes is often alluded to as the great indication in diagnosis. 


An inquiry into the means of distinguishing between a blood- 
sound and a valvular murmur is necessarily somewhat compli- 
cated; and yet it may become of very considerable importance 
when, for example, in watching a case of acute rheumatism, we 
have to determine whether a bruit of some sort indicate the super- 
vention and endocarditis. The rules which may be laid down as 
the most valuable for the guidance of the student in such a case 
are the following: 1. T’o observe the point of its greatest intensity 
with reference to the three principal positions referred to, (a) the 
apex, (b) the base at the third left interspace, (c) above the base 
at the second left interspace. 2. To ascertain in how far at the 
points (a) and (0) it is capable of distinct localization. 3. If its 
character be, on the contrary, at all diffuse, to observe whether it 
can be traced towards or across the sternum or towards the 
shoulder. 4. To watch, from day to day, whether there be any 
variation in intensity at different points. 

In addition to these considerations, account must be taken of 
the past history of the case, as it may show the possibility of pre- 
vious disease ; as well as of the present condition of the circula- 
tion, as it may indicate such an amount of excitement as must of 
necessity exist when endocardial inflammation is going on, or such 
a state of quiescence as is incompatible with it. Nor is it to be 
forgotten that bruit is produced in many cases of thoracic aneu- 
rism, and that these have to be separated by their position before 
‘the sound is taken as an indication of disease of the valves. 
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CHAPTER XXII. 
DISEASES OF THE HEART, 


History and Sympitoms—Acute and Chronic Disease—their Com- 
mencement often Obscure—§ 1. Pericarditis—its Signs and 
Symptoms—§ 2. Endocarditis—its Signs and Symptoms—Sources 
of Fallacy—the Origin of Cardiac Inflammation in Rheumatic 
Fever—§ 3. Hypertrophy—its Indications—its Causes—§ 4. 

_ Dilatation—the Flabby or Fatty Heart—Association with Hy- 
pertrophy—s 5. Valvular Lesion—with and without Bruit— 
Mechanism of the Circulation—Production of Murmurs—other 
Indications—Obscure Oases—Oauses of Disease of the Heart— 
Associations. 


THE history of the various conditions of disease of the heart 
must of necessity present extreme contrasts, as they are calculated 
to interfere very greatly or not at all.with the general comfort 
and well-being of the patient. Commencing as some do in the 
most gradual and imperceptible manner, a long period elapses in 
their history during which they are utterly unsuspected by the 
patient, and may be only casually discovered by the physician: 
by-and-by they begin to interfere with the circulation, and conse- 
quently with the breathing, and the patient becomes short-winded, 
or, as he supposes, asthmatic; and then an educated practitioner 
readily traces the true cause of the symptoms. In another set of 
cases a sudden strain is put upon the diseased organ, which over- 
powers its imperfect action, hitherto unrecognized, and irregular 

“ contraction, labored movement, and impeded circulation at once 
develop themselves, and are assumed to be the commencement of 
disease in the narrative of the patient. Not unlike these last are 
a few rare cases, in which the strain has been so great as to rup- 

-ture some part of the delicate mechanism in states of perfect 
health, and to have been in reality the beginning of the disease. 

In yet another class we are able to trace the history of inflamma- 
tory action by pain and dyspnoea in recent cases, or by the account 
of circumstances likely to have excited it, in those of long stand- 
ing, and by the continuance of disordered function since the pri- 
mary ailment. a ; 

We thus divide the cases naturally into the acute and chronic 
diseases of the heart; the one forming only a very small section, 
exceedingly limited as to the causes of their existence; the other 
embracing by far the larger number of cases, which can be traced 
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back either to partial recovery from an acute attack, or to a variety 
of other causes, some of which are very vague and ill-defined. 

Among the acute cases we find pain or dyspnoea not unfre- 
quently present ; among the chronic they are unusual, at least as 
a permanent condition, and when met with, sometimes assume the 
characters which have been ascribed to angina pectoris. (Chap. 
XVI.§ 4.) The dyspnoea of inflammation may be spoken of 
rather as a catching in the breathing, or feeling of anxiety con- 
nected with it; that of chronic disease is more decidedly what 
patients call “shortness of breath,” felt in running, in going up 
stairs, &c. The character of the pulse of course very often offers 
direct evidence of disease of the heart: and, in addition to this, 
the presence or history of rheumatic fever, of inflammation of the 
pleura, of disease of the kidney and of dropsy, as the more con- 
stant associations of acute or chronic digease of the heart, are each 
to be viewed in the light of symptoms, or at least indications of 
its presence. Among them all, that which leads most frequently 
to the detection of cardiac inflammation is the presence of acute 
rheumatism. 


§ 1. Pericarditis—If any of the signs of those diseases just 
mentioned as being associated with cardiac inflammation be pre- 
sented to our observation, and if, on examination of the heart, 
pericardial friction be made out, there can be no doubt that peri- 
carditis exists: other indications of inflammatory action will not 
be wanting, but here there is less need for the evidence of corre- 
lative symptoms than in other cases. When friction-sound is 
absent, 1t may be annulled either by the presence of fluid, or by 
universal adhesion; in either case, the general symptoms must 
be decided before we can be warranted in pronouncing such a 

‘diagnosis. Along with these, not in opposition to them, we shall 
find in the former very extended dulness, especially in an upward 
direction, and, as usually described, assuming somewhat of a pear- 
shaped form; undulatory movement may sometimes be visible 
over the precordial space, while the heart’s action is excited; 
labored, or irregular, and the apex-beat somewhat elevated; the 
ordinary sounds of the heart are distant and indistinct over the 
position of percussion dulness, becoming louder and more natural 
above the space occupied by the fluid; tenderness over the pra- 
‘cordial space, pain, and dyspnoea, and great distress from an 

‘sudden movement, are also met with in such cases. On the other 
hand, when the surfaces are agglutinated together, the evidence 
is more obscure; perhaps the most important points, when taken 
in connection with the general symptoms, are persistently per- 
verted rhythm with nothing else to account for it, and a certain 
degree of obscurity of sounds, accompanied by increased and 
excited action. When along with these there are also precordial 
pain, distress or anxiety, and dyspnoea, the diagnosis may be 
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pretty certain in a case of acute rheumatism or severe pleurisy, 
where pericarditis is to be looked for but can never be relied on 
when there is nothing else to guide us to it. 

In the early stage, excited action, altered rhythm, and creaking 
noise before friction is established, should prepare us for its ap- 
pearance, especially if pain occur in the course of rheumatism, 
pleurisy, or albuminuria. In the latter disease, the plastic exuda- 
tion is generally much less, the tendency to pour out fluid much 
greater. — ; 

In the course of pericarditis we must be prepared for the occur- 
rence of pleurisy, and in inflammation of the pleura for its attack- 
ing the pericardium. When the friction occurs in the immediate 
vicinity of the heart, it may be difficult to say by which mem- 
brane the sound is produced; because even when the breath is 
held, the impulse of the heart may cause pleuritic friction. Gene- 
rally the diagnosis is not difficult, and, besides, it is not of very 
great importance. 


The student must refer to the last chapter for the distinguishing characters 
of friction. His attention must, however, be especially called to two points in 
regard to the diagnosis of pericarditis. a. All double bruits are not friction. 
6. Friction may exist as a single sound. Independently of such considerations 
as its loudness, distinctness, rubbing character, superficial position, &c., which 
can only be learnt by the habit of constant observation, and are never tho- 
roughly trustworthy, the best and safest indication is to be obtained from 
comparing the rhythm of the sounds heard over the arch of the aorta, beyond 
the pericardial sac, with that of the bruit wherever heard most distinctly. An 

endocardial murmur when double, corresponds in time to the 1st and 2d sounds 
- heard over the arch, while friction does not: a single murmur when anomalous 
in time is most likely to be pericardial; if endocardial, it would correspond 
either to the systole or the diastole. 


§ 2. Endocarditis—The presence of an endocardial murmur is 
not decisive of endocarditis; for it may be of long standing, or it 
may be merely functional. Excitement of the heart’s action, per- 
sistent and not arising from some temporary cause, as well as 
febrile disturbance and cardiac anxiety, must be present to render 
the diagnosis certain; indeed, in affection of the mitral valve, 
these symptoms may for some days precede the development of 
the murmur. And in old standing disease, where a murmur 
already exists, their occurrence may lead to a well-grounded 
suspicion of fresh inflammatory action and exudation, especially 
during the existence of rheumatism. Of murmurs developed 
under observation, the most-important is that indicative of mitral 
disease, and next, that already described as found at the base of 
the heart, of local character, and inclining towards the right side 
of the sternum. When general symptoms are wanting, and the 
heart is quiet, a systolic murmur at the base, diffuse in character 
or one heard best above the third rib, may be generally disre- 
garded: in cases of doubt it is, however, safer to act on the suspi- 
cion of endocarditis. Its incursion has been most frequently 
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recognized while watching the heart in cases of rheumatic fever, 
but its existence must not be supposed to be limited to that dis- 
ease, and in a large number of instances I doubt not endocarditis 
has been assumed when, in fact, the valvular disease had been 
developed in a previous attack. 


The murmur at the base, at first developed by the presence of a few adher- 
ing vegetations, is of course very local, and indeed amounts to little more 
than a roughness of the 1st sound at the third interspace. The murmur at 
the apex, again, cannot be produced until the deposit is of considerable 
amount; for, as we have already seen, the contraction of the auricle has not 
sufficient force to develop a murmur during the ventricular diastole except 
in rare instances, while a systolic mitral murmur necessarily implies mitral * 
insufficiency: it is consequently preceded by no changes, but appears 
suddenly, as soon as the lymph on the valves prevents their perfect adapta- 
tion. In neither case, therefore, does the stethoscope afford us very sure 
means of diagnosis in the early stage of endocarditis: the modification of 
sound at the base is the earliest when the aortic valves suffer; but it is in 
some measure obscure and uncertain, from the possibility of blood-change in 
rheumatism, and practically the aortic valves are not involved so soon as the 
mitral. Hence it is important to view general symptoms, and to anticipate 
the appearanre of the physical signs, which come too late to be of much 
service. 


In the progress of rheumatic fever it is the duty of the medical 
attendant to examine the condition of the heart at every visit. No 
fact is better established than the association of cardiac inflamma- 
tion with this disease; and if remedies can avail, the time for 
their employment is at the first inroad of the inflammatory action ; 
the organ once spoiled is seldom restored to a perfectly healthy 
state: it is perhaps therefore not out of place to say a few words 
upon the subject of the precursory or premonitory phenomena, 
as they may be called. It would appear that when the perspira- 
tion is less abundant, and less sour-smelling, when the skin is 
dry and the odor rancid, the liability to cardiac complication is 
greater. The pulse is sharper and firmer, the heart itself becomes 
excited, its systole is sharp and shrill, and its impulse against the 
chest more perceptible, when there is any tendency to inflamma- 
tion of that organ: but this excitement may be calmed, and no 
further change observed. Next we find that there is some altera- 
tion in rhythm; the 1st sound seems to be shorter, and the 1st 
interval longer than in health; at least there is a notable change 
in the proportionate duration of the 1st and 2d sounds and the 
ist and 2d intervals; this, too, may subside, but is very liable to 
be followed by more decided evidence of inflammation. Pain or 
dyspnea may occur before friction or bruit of any kind, but they 
seldom precede the other indications, and ought not to be the 
first suggestion of cardiac complication. If after the changes 
Just spoken of, a slight creaking be heard, we may be sure peri- 
cardial friction is just about to show itself; if a slight rough- 
ness of the 1st sound at the base, that endocardial murmur will 
soon be detected. 

3: 
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Not unfrequently the cardiac affection and the -consequent 
changes in the sounds of the heart, have been developed before 
the patient comes under observation; and it is important to be 
able to determine what is the exact condition of the organ at the 
time of examination. The following rules may be laid down for 
the guidance of the student :— 

a. When pericardial friction exists, the case is clearly one of 
pericarditis. 

6. When an endocardial murmur is present, it is well to inquire 
whether the patient have ever previously suffered from rheuma- 
tism, or have had any symptoms of disease of the heart before 
his present attack. 

~¢. A systolic, aortic, or mitral murmur, as already described, 

found in a first attack of acute rheumatism, with no evidence of 
enlargement or irregular action, is very probably the result of 
recent endocarditis. 

d. A murmur heard on the first examination of the heart in a 
second or third attack of acute rheumatism, or along with en- 
largement and irregular action, or when there is a history of pre- 
vious palpitation, dyspnoea, or dropsy, is not to be regarded as 
evidence of endocarditis, which can only be inferred from con- 
comitant symptoms. 

e. When pain and dyspnoea are complained of, and yet no mor- 
bid sound can be detected, the pericardium may be full of fluid. 
In such circumstances it will be observed that the natural 
sounds of the heart are obscure and distant in the preecordial 
region, but become clear and distinct above the base of the heart ; 
the dulness is manifestly extended, especially upwards, and its 
pyriform shape may perhaps be made out, or undulatory move- 
ment may be seen. The action of the heart is excited and in- 
creased, or irregular; and this forms a striking contrast to the 
weakness of the sounds. 

f. In rare cases, universal adhesion of the pericardium may 
have annulled the friction-sound. This circumstance is to be 
borne in mind when the evidence of previous inflammation is 
distinct and the sounds of the heart are modified in a way that 
we cannot otherwise account for, especially when there is persistent 
alteration inrhythm. There is probably no combination of signs 
specially diagnostic of the condition here referred to. 


The distinction between endocarditis and old valvular murmur is very con- 
stantly lost sight of ; without any further question, a bruit is at once held to 
be conclusive evidence of inflammation. This is a very grave error in diag- 
nosis, because, as we regard pericarditis and endocarditis as something differ- 
ent from the blood-change of rheumatic fever, and as of much more serious 
import to the patient’s health and life, we are justified in disregarding the 
rheumatism, and trying at all hazards to save the central organ from damage ; 
but such treatment is never to be adopted without reason, and is calculated 
to be injurious when based on a mistaken view of the case. At the same 
time it is to be borne in mind that a valve once thickened by inflammatory 
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action shows a remarkable proclivity to future attacks, and at a post-mortem 
examination often exhibits fringes of fresh lymph, when the symptoms during 
life were scarcely such as would have justified, even if they had suggested, the 
diagnosis of endocarditis. : } 

The harmony of general symptoms and physical signs has been much in- 
sisted on in the preceding pages, because the blood-change that occurs in 
association with what we call rheumatic fever is unquestionably one that 
tends towards anemia, as is proved by the development of blood-sounds during 
its continuance, which were not heard previously—a circumstance not observed 
in true inflammations, as the term is generally understood. To apply deple- 
tory measures when an anemic murmur is heard, is surely what no experience 
would justify or recommend. i 

The most trustworthy indications‘of the liability to inflammation, or of its 
actual existence, are to be found in altered rhythm and persistent excitement, 
if by this term we understand something different from increased action. It 
is that which is found in its simplest form in nervous palpitation; and the 
student should make himself familiar as soon as possible with the difference, 
which is by no means difficult to recognize, between the character of the 
sounds as they are heard in the excitement of nervous palpitation, the in- 
creased action of hypertrophy, and the quickened movement of fevers and 
inflammations of other organs. 

Not less important are pain and dyspneea; but they are often absent, and 
may be both dependent simply on rheumatism of the intercostal muscles, or 
even perhaps of the diaphragm. Tenderness between the ribs, pain aggra- 
vated by movement, or felt over an extensive surface, and the absence of signs 
of cardiac inflammation, are the evidences on which we base our conclusion 
that intercostal rheumatism is the cause of the difficult or painful respiration. 
On the other hand, we must be careful to observe that the tenderness is not 
really in the pericardium, when it is increased by pressure. 

It may seem scarcely possible that enlargement of the heart should be mis- 
taken for pericardial effusion ; but there is a certain similarity when the cavi- 
ties are greatly dilated without thickening of the walls. The simulation of 
undulatory movement has been already mentioned, and the error has been 
due to this circumstance, attended as it necessarily is with increased dulness 
on percussion. The difficulty can only arise when along with the dilatation 
the sounds are obscured by the existence of valvular murmur, and especially 
when heard both at base and apex; in such a case, when pain is complained 
of, or dyspnea has been recently increased, and any of those conditions are 
present which may act as causes of pericarditis, the doubt will occur to every 
observant mind. The quasi-undulatory movement, however, will not long de- 
ceive any one of much experience—though analogous, it is in reality different ; 
but, in addition to this, a very safe guide is to be found in the circumstance 
that the presence of fluid diminishes the distinctness with which sounds are 
transmitted to the ear, and that above the region of the dulness the sounds 
of the heart, whether marked by bruit or not, aré heard with much greater 
distinctness than anywhere in the precordial space; and this is something 
quite distinct from the difference between the intensity of a bruit as ordinarily 
made out in the one or in the other situation. For it is to be remembered 
that we are supposing an advanced stage of pericarditis, and that if there be 
not much fluid, there must be friction ; if there be much effusion, the bruit or 
the natural sound can only be heard as distant and obscure. 


§ 8. Hypertrophy—tncreased dulness on percussion, heaving 
impulse, sounds muffled and indistinct though usually loud, a 
full, firm pulse, and generally throbbing of the arteries, indicate 
simple hypertrophy: the heart’s action is not irregular. Such a 
condition, however, is one of comparative rarity; the increase of 


muscular power only results from the preservative action of na- 
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ture, because some extraordinary demand has been made upon 
it; and the cause usually resolves itself into some obstruction to 
the circulation, and the evidence of this condition tends to obscure 
that of the hypertrophy: the sounds may be altered by the pre- 
sence of a bruit, the pulse may be weak from mitral insufficiency, 
and the action may be irregular from accompanying dilatation. 
It is only when the heart has attained considerable size that this 
lesion becomes of much importance; and it is then chiefly to be 
regarded as an index, more or less distinct, of the severity of 
those conditions with which it is associated. 


On the left side of the heart it is much more common than on the right, 
and this as a necessary result of the primary diseases from which it is derived. 
ts simplest form is produced by degeneration of the coats of the artery, and 
by Bright’s disease of the kidney; and it is very constantly found after in- 
flammation and atheromatous disease of the valves, or partial adhesions of the 
pericardium ; all of these especially affect the left side. On the right, the 
chief cause of hypertrophy seems to be the impediment offered to the pul- 
monary circulation by an emphysematous condition of lung. 


§ 4. Dilatation—Increased dulness without heaving impulse, 
a quasi-undulatory movement, and irregular action; sharp, shrill, 
or feeble, and flapping sounds: a soft, weak pulse, with general 
dyspnoea and depression, indicate a dilated heart. Its signs and 
symptoms are those of enfeebled power, and hence they have 
close analogy with those produced by what used to be called a 
flabby, now very generally believed to be a fatty heart; the in- 
creased dulness and the undulatory movement are of course ab- 
sent when there is no dilatation. These are the conditions most 
commonly associated with the pain and distress of angina pec- 
toris, and its allied spasms. 

The diagnosis of fatty heart derives much confirmation from observing a 
premature development of the arcus senilis, because the tendency to fatty 
degeneration in one tissue is not improbably associated with the same ten- 
dency in others ; but it is rather to be inferred from the pathological fact that 
simple dilatation is exceedingly rare, and consequently when we cannot dis- 
cover any cause for the symptoms of enfeebled power, we suspect fatty de- 
. generation. Dilatation without degeneration belongs especially to aortic 
regurgitation, mitral insufficiency, and completely adherent pericardium. The 
valvular lesions produce complications which have yet to be noticed; the 
pericardial adherence tends to increase the appearance of undulatory movement. 
"Ina large number of cases more or less hypertrophy accompanies the dila- 
tation, and thus the physical signs become infinitely varied; I believe that 
irregularity of action, accompanying evidence of enlargement, may be almost 
always taken as an indication of thepresence of some degree of dilatation. 


§ 5. Valvular Lesion—This form of disease is that which is 
essentially associated with endocardial murmur; but as, in speak- 
ing of the murmur, it has been shown how it may be produced 
without alteration of the structure of the valves, so here it is to 
be remembered that valvular lesion may be found after death, 
which has not been discovered by the presence of a bruit during 
life. Our inquiry must, therefore, not be limited to the use of 
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the stethoscope; we must ascertain the previous existence of 
rheumatism, or the coincidence of ailments with which we know 
that disease of the heart is more or less constantly associated: 
among these one of the most frequent is dropsy, and, as a general 
rule, it may be said that, when not produced by albuminuria, 1t 
is seldom found with any disease of the heart of which valvular 
imperfection is not a prominent feature. Probably, in the first 
instance, valvular lesion always gives rise to bruit: it is when the 
circulation becomes laborious and irregular that the murmur is 
lost or indistinct, and then the evidence of disease is so clear that 
it is quite unnecessary as a confirmation, and its value only con- 
sists in its giving an explanation of the circumstances which have 
led to the advanced changes of which other indications have ren- 
dered us cognizant. 

In diagnosis we have, therefore, to do with the fact of imperfect 
closure of the valves under two aspects. In its first appearance, prior 
to other changes, when we may be called upon to determine how it’ 
is likely to affect the duration of life or the enjoyment of health, 
when the presence of the bruit is the only evidence of disease; 
and, at a later period, when very considerable alteration of mus- 
cular structure has taken place, and the imperfection of the valve, 
though in truth the cause of these changes, may or may not be 
revealed by any actual murmur; in the latter, as in the former, 
there are many important questions with reference to the prog- 
nosis and treatment, with which diagnosis has not anything fur- 
ther to do than in establishing the fact. 

With reference to the first class of cases, the student has to 
remember the three forms of endocardial murmur which we found 
to afford the most trustworthy evidence of disease; (1) a diastolic 
bruit ; (2) a systolic bruit at the apex, of very local character ; 
(8) a systolic bruit at the base, heard loudest below the third rib, 
and relatively louder towards the right side of the sternum, than 
towards the left shoulder. "With reference to the second class, the 
existence of a bruit is a pretty certain indication of valvular im- 
perfection; but this may be due not so much to change in the - 
structure of the valve, as to enlargement of the cavities of the 
heart, which has altered the relation naturally existing between 
the size and position of the aperture, and that of the valve which 
is designed to close it. When no bruit is present, we must be 
guided by the general symptoms of the case; venous congestion 
and a weak pulse, while the heart is acting powerfully, must, for 
example, be taken as conclusive proof of valvular lesion, whether 
we hear a bruit or not. 


At the risk of some repetition, let us fora moment consider the progress of 
the blood through the central organ. It passes onward through the mitral 
valve during the diastole, beginning its movement directly after the shock 
of the apex against the rib ; it is performed slowly and silently, with but little 
force; and for a diastolic bruit to be produced, there must be very considera- 
ble roughness or change in the form of the orifice, to throw the blood into 
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. Vibration. An anemic condition is never sufficient to develop sonorous 
vibrations with a healthy mitral valve. As soon as the systole begins, the 
valve-flaps ought to come together, to prevent any blood from escaping in 
that direction; anda systolic bruit can only be produced by their imperfect 
closure : but as the force with which the ventricle contracts is considerable, a 
very slight defect is sufficient to produce this regurgitation, which, as it en- 
counters the opposing current, very easily produces a bruit. It is not the rough- 
ness that occasions the murmur in this case, because it is just as distinct when 
the valves cannot close perfectly from apy other cause, such as dilatation of the 
heart, when the flaps are too small for the aperture, shortening or rupture of 
any of the chorde tendinex, &c. Its position is remarkably local, most com- 
monly between the same ribs where the apex-beat is felt, and somewhat nearer 
the sternum; sometimes in the interspace above: and, though localized to a 
certain extent, by the sound being more readily heard through the interspace, 
still it has a distinctness at one spot which no other endocardial murmur pre- 
sents. From the latter point it is that the diastolic mitral murmur also pro- 
ceeds ; but it can be traced onwards towards the centre of the heart. 

Following the course of the blood, we find it passing through the ventricle; 
and now commence the vibrations in anemic subjects which are heard in the 
precordial space or in the aorta; next it passes the portal of the aorta, and 
if the valves be roughened or stiff, even healthy blood is thrown into vibration, 
and a bruit is developed which has for its point of greatest intensity the third 
interspace, commencing before the apex impinges against the thorax, and 
terminating after it: if the blood be at all altered by anemia, this bruit 
crosses the sternum, and can be heard on its right side. As soon as the 
systole is completed, the aortic valves fall backwards and close in health: in 
disease the adaptation may still be perfect, and the 2d sound of the heart dis- 
tinct, though a systolic aortic bruit exist ; but their adaptation may be imper- 
fect, or a perforation may exist; and then the blood, in place of being held 
back by the valves, repasses into the ventricle, in consequence of the pressure 
exerted by the resiliency or contractility of the aorta. It may have to pass 
over stiff and rough valves, and be thrown into vibration as it passes, or it 
may pass through a smooth opening and no bruit be developed at the valve; 
but it very soon encounters the current entering in the opposite direction 
from the auricle, and vibration must result, and a bruit be formed. <A diastolic 
aortic murmur is therefore always audible at the centre, and even onwards to 
near the apex of the heart, increasing in distinctness as we descend; but it 
may also be traced from the third interspace. ? 

The blood on its return from the veins next presents exactly similar relations 
to the tricuspid valve on entering the right ventricle and the pulmonic valves 

‘as it leaves it; but bruits are very seldom developed on this side of the heart, 
except when caused by blood-change; and then they are heard much more 
loudly in the pulmonary artery than elsewhere, because at the second inter- 
space is found the most superficial portion of the circuit. We know that 
tricuspid regurgitation often takes ie for we see the pulsation of the 
jugulars corresponding in time to the systole and apex-beat, but it occurs 
without bruit; and though this result be no doubt partly due to the more 
feeble contractions of the right side, it also depends, in all probability, on the 
construction of the valve being such as to permit this regurgitation for the 
relief of the circulation: bruits at the pulmonic valves, independent of blood- 
change, are necessarily rare, from the comparative infrequency of disease at 
the root of the pulmonary artery. 


We have learnt, then, that a diastolic murmur from the apex 
towards the centre of the heart, indicates very decided mitral 
disease; one from the base towards the centre, imperfect closure 


ofthe aortic valves. We have learnt, too, that a systolic murmur, 


of local character and distinctness towards the apex, may be pre- 
sumed to be dependent on disease of the mitral valve in the 
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majority of instances, and that a murmur heard between the 
third and fourth cartilages on the left, traceable over the sternum 
to the interspace between the second and third cartilages on the 
right side of the chest, may probably be dependent on disease 
about the root of the aorta, or the aortic valves; and the more 
defined and distinct it is, the more likely is this conclusion to be 
true; the more diffuse and indistinct, the more care must be 
taken before coming to any judgment on the subject. ; 

For the purposes of diagnosis, the sound is only one element in 
the investigation, which has to be compared with all the others, and 
has to be reconciled with them on rational principles, not by forced 
and overstrained hypotheses. The points to be considered are— 

a. The pulse. (1) It is essentially weak, often irregular, and 
sometimes almost imperceptible in mitral insufficiency. (2) It 
is jerky, thrilling, and hammering in aortic insufficiency. (3) It 
is weak in cases of diastolic murmur produced at the mitral 
valve, because such a condition is necessarily connected with 
mitral insufficiency. (4) If it have at all a thrilling character, 
while also firm and resisting, in cases of systolic murmur at the 
base, the probability of aortic disease is much increased. 

b. The existence of hypertrophy renders the diagnosis of val- 
vular lesion more certain. But we sometimes find that dilatation, 
without corresponding increase in size of the valve-flaps, renders 
them inadequate to close the aperture. When regurgitation, 
therefore, occurs, it is more correct to speak of insufficiency 
than lesion of the valve, although practically that insufficiency 
depends in by far the larger number of instances on actual dis- 
ease of the valve-structure, and is the result of the lesion, whether 
that have originated ‘suddenly in rupture, more slowly in the 
changes consequent on inflammation, or still more slowly in 
chronic degeneration. 

Shortening of the chorde tendinez sometimes seems to produce an insuffi- 
ciency of the mitral valve, which may last only for a short time. This expla- 
nation has been offered of the mitral murmur of chorea, when it has disap- 
peared as the spasmodic muscular movements have ceased. I have observed 
a similar effect follow on rheumatic pericarditis. An intense mitral murmur 
with evident regurgitation was heard, when the friction sound had ceased for 
some weeks, while the patient continued under observation; but at the end of 
three or four months, during which no treatment was pursued, it had entirely 
disappeared : the heart’s sounds were then found perfectly normal, and only a 
suspicion of an adherent pericardium could be entertained. 

~¢. The general aspect and history of the patient serve to indi- 
cate the probability of heart disease on the one hand by capillary 
congestign, or of blood changes on the other, by an appearance of 
anzemia. The indications from the venous circulation are also 
not less valuable than the capillary—jugular pulsation as caused 
by the blood being thrown back at each systole into the veins— 
venous hum as proving the existence of blood-change. 


When the systolic murmur is heard towards the apex, a weak pulse con- 
firms the diagnosis of mitral disease; a well-filled pulse, though perhaps a 
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very soft one, must lead to grave doubt as to whether the sound depend on 
mitral insufficiency; and if the bruit be diffuse, and the aspect anemic, the 
rational explanation would seem to be that it is heard there only because of 
some accidental relation between the chest and the organs of circulation, by 
which the sound of vibration of blood is conveyed to the ear better from the 
interior of one of the ventricles than from either of the great vessels. Again, 
if there be no anemia, but, on the contrary, venous and capillary congestion, 
with jugular pulsation, indicating that the blood is thrown back from the right 
side of the heart, a full pulse might lead us to suspect that the sound was not 
improbably due to disease of the tricuspid valve. 

In the systolic murmur at the base, the history of previous rheumatic fever, 
or of nervous or hysterical symptoms; the complaint of palpitation, or of 
cough and dyspnea; and the aspect, whether pallid or florid—help in the 
determination of what is the value of the bruit. Only it must be remembered 
that, begun by actual alteration of the valve, it may be exaggerated by changes 
in the condition of the blood. We should be mistaken in looking always for 
a thrill in the pulse, though this be not unfrequent; because in place of its 
being firm as it generally becomes, in consequence of hypertrophy in very 
marked aortic disease, it may be rendered weak by dilatation or fatty degenera- 
tion: the coexistence of arcus senilis, as already observed, affords some con- 
firmation to the latter hypothesis. 

In decided anemia we are apt to overlook the actual coexistence of valvular 
lesion. In hypertrophy and dilatation we are apt to assume its presence when 
there is merely imperfect closure and no positive disease: but the latter is of 
much less moment as an error in diagnosis than the former. — 

The absence or presence of a hammering pulse may at once decide the ques- 
tion whether a diastolic murmur be produced in the mitral or in the aortic 
valves. 

When a double sound is heard, the history, the pulse, and the aspect of the 
patient ought never to permit the existence of a doubt whether it be endocar- 
dial or exocardial, even in cases in which the character of the sound is not 
sufficient to determine the question; and here, again, as between a double 
sound produced in the aortic and a double sound produced in the mitral aper- 
ture, the pulse is one of the best aids to forming a correct opinion. 


When all has been done that can be done towards forming an 
accurate diagnosis, many cases will remain in which the judg- 
ment is perplexed and the decision uncertain, many in which the 
conclusion has been absolutely false; but the mind best trained 
to examining and weighing the facts of each‘case, and the ear 
most accustomed to discriminate and individualize the sounds, 
will be least frequently in error in obscure cases—will also be 
most often right in those of every day experience, which, even in 
their simplest form present to the careful physician so perplexing 
a problem. We need only here allude to some of those loud 
musical sounds heard at times some distance from the patient, 
which, from their very intensity, cannot be localized at all; for 
them the stethoscope need. not-exist, they must be judged of solely 
by general symptoms. Cases, on the other hand, occasionally 
present themselves which are too few to be made the basis of any 
diagnostic rules, and yet too curious to be passed over; these are 
cases in which the arterial and venous currents get mixed through 
some congenital malformation, the circulation of the foetus being 
to a certain extent continued after birth. The blueness of the 
skin, without appreciable obstruction to the respiration, and the 


long continuance of the symptom—its persistence, in fact, from 
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birth, or at least childhood—serve sufficiently to mark them off 
as a set of cases standing alone. 

Disease of the mitral valve may be traced in a large number 
of cases to rheumatic fever. This seems to be the point on which 
endocarditis, accompanying that disease, most readily fastens in 
the first instance; when the first seizure is severe, or subsequent 
attacks occur, the aortic valves are usually also implicated. The 
systolic murmur is so readily produced, that very slight changes 
in the form of the mitral valve are indicated, though the pulse 
be fora long time scarcely affected, and the circulation undis- 
turbed ; when the change is originally greater, or repeated attacks 
of inflammation have seriously damaged the valve, the circulation 
is impeded, because the whole contents of the ventricle are not 
propelled through the aorta: and the current is, consequently, both 
smaller and weaker; but, besides this, the blood which escapes 
through the mitral orifice is driven back upon the lungs, produc- 
ing congestion, and giving rise to imperfect oxygenation; hence 
we have the two symptoms of feeble pulse and dusky complexion. 

In the further progress of disease the left side of the heart 
becomes dilated, and its wall hypertrophied: sometimes the one, 
and sometimes the other condition prevailing, but, as a general 
rule, the dilatation exceeding the hypertrophy. The diastolic 
mitral murmur is usually developed when the hypertrophy is 
greater than the dilatation. The heart’s action becomes irregular 
when the dilatation is in excess; and ultimately tumultuous action 
is brought on by some sudden strain, when the imperfect contrac- 
tions of the ventricle, and the distended condition of the auricle, 
are such that no bruit is produced at all. In these cases the 
mitral disease may be entirely overlooked; and if the heart should 
happen to be much overlapped by the lung, so that its increase 
in size is not observed, the irregular action and feeble pulse may 
be set down’as the result of degeneration, and the imminent dan- 
ger of the patient unforeseen. 

Disease of the aortic valves is very frequently a slow process, 
analogous to the atheromatous disease of the root of the aorta; 
the two conditions being, in fact, very often found together: but 
it is also the result of endocardial inflammation, especially when 
associated with mitral disease. Simple roughening, or thickening 
of the valves, such as does not prevent-tolerably perfect closure, 
without regurgitation, is not of itself a disease of much moment: 
but the bruit heard over these valves during the contraction of 
the heart is of much importance from its being an early index of 
the tendency to atheroma: by destroying the elasticity of the aorta, 
this form of degeneration produces hypertrophy, and when affect- 
ing the arteries of the brain, leads to disturbed circulation within 
the cranium, and ultimately to apoplexy. 

The valvular disease comes to be of real importance when re- 
gurgitation 1s permitted: a permanent obstacle to the complete- 
ness of the circulation is established by a portion of the blood 
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propelled during each systole returning into the cavity; and to 
counteract this defect hypertrophy is soon established: but the 
constant and excessive distension during the diastole also produces 
dilatation, and it is in cases of double aortic murmur that the 
largest hearts are usually found. The effect of the afflux and 
reflux of the blood upon the character of the pulse in these cases 
is ‘most striking. Patency of the valve, while very generally 
dependent on rigidity or irregular form of the flaps interfering 
with their mutual adaptation, is also known as a result of acci- 
dent when one of the valves is torn, or of ulceration: the absence 
of systolic murmur might lead to a suspicion that these last were 
the causes of the diastolic murmur. It very seldoms happens that 
we know that the heart was free from disease before some unusual 
strain, and it is dangerous to conclude from the patient’s state- 
ment that rupture has taken place on such an occasion; in very. 
severe disease of the heart, of long standing, the patient is often 
utterly unconscious of its existence till some such event call his 
attention to it. Imperfect closure of the aortic valves is not 
unfrequently caused by dilatation of the vessel, while the valves 
themselves are free from disease. The same dilatation at a more 
distant-part of the vessel occurs as aneurism of the arch, which 
is generally attended with hypertrophy, and, to an inexperienced 
observer, may present many of the phenomena of valvular lesion. 


Among the associations of cardiac disease some may be traced to it as 
their cause, more or less remote; of these, dropsy is perhaps the most fre- 
quent, both in its generic form as anasarca, and as passive effusion into 
various cavities. Bronchitis, or rather bronchorrhea, results from the ob- 
struction to the pulmonic circulation, giving rise to congestion and edema of 
the lungs; and, for the same reason, simple bronchitis from exposure is more 
severe in persons with disease of the heart. Hzemoptysis occurs in conse- 
quence of more decided congestion or plethora of the pulmonary vessels. 
Epistaxis is perhaps also excited by cardiac disease. Disordered cerebral 
circulation produces those affections which we have denominated functional 
disturbance of the brain, or may lead to epileptic, and especially to apoplectic 
seizures. Congestion of the liver is often manifested in jaundice; the same 
condition of kidney leads to the transient presence of albumen in the urine. 

Other associations are rather to be regarded as causes of disease of the 

heart; such as rheumatism, pleurisy, albuminuria, and that form of mal-nutri- 
tion which produces atheroma ; in the former, we expect to find inflammatory 
changes, in the latter, diseases of chronic form; the one more frequent in 
early life, the other found at later periods. Similarly all of the forms of car- 
diac disease tend matually to develop each other. Not only does the valvular 
lesion lead to hypertrophy and dilatation, but these, in their turn, serve to 
increase the valvular imperfection. Partial adhesions of the pericardium 
become very often a cause of hypertrophy, while its complete adhesion is more 
commonly followed by dilatation or atrophy. Permanent albuminuria is asso- 
ciated alike with hypertrophy or dilatation, and with degeneration of the 
valves; but while it seems to be a direct cause of the hypertropy, its asso- 
 giation with the other forms is rather secondary and concomitant ; it bears, 
-. however, some very close relations to the inflammatory lesions, pericarditis 


3 especially being frequently found in the course of Bright’s disease. - Inflam- 


mation of the pleura is liable to spread to the pericardium, but seldom affects 
the lining membrane or valves of the heart. ; 
21 
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CHAPTER XXIII. 
DISEASES OF THE BLOODVESSELS. 


Drv. I.— Diseases of Arteries—Aneurism—§ 1. Superficial Aneu- 
rism.—§ 2. Thoracic Aneurism—§ 8. Abdominal Aneurism. 

Div. Il.— Diseases of Veins—Phlebitis—§ 1. Pyeemia—§ 2. Phleg- 
masia Dolens—-§ 8. Capillary Phlebitis. 


Division I.—DISEASES OF ARTERIES. 


In pathology we become acquainted with inflammatiom of the 
lining membrane of the arteries, but, as yet, it has received no 
clinical history ; its occurrence is, indeed, so rare, that the obser- 
vation which may associate the history with the post-mortem 
appearances, must be rather a matter of accident than one which 
can be fairly regarded as a subject of study. It is certainly very 
remarkable that the inflammatory action so often observed on the 
valves of the heart, and not unfrequently associated with patches 
of inflammation on the endocardial membrang, should so rarely 
extend to the arteries. . 

Aneurism is, in its early beginnings, also unknown to us in a 
clinical point of view; there is nothing in the history of its de- 
velopment characterizing the disease in such a manner as to be of 
avail in diagnosis. There is little to be learned regarding it 
beyond the fact that a swelling has been, at some period, disco- 
vered by the patient, or that symptoms have occurred which 
might be explained by the hypothesis of aneurism, when no 
swelling has been observed. 

Its diagnosis resolves itself into a consideration of the cireum- 
stances proving the existence of a tumor, of the evidence of its: 
pulsation, and of the disturbances produced in the circulation, 
especially in the development of an arterial bruit. When these 
points can be made out distinctly, there is no difficulty in forming 
a correct opinion of the case. In many instances, however, from 
the position of the diseased artery, the information is obtained 
with difficulty, or is very imperfect; and then careful examina- 
tion and correct reasoning can alone conduct us to a trustworthy 
explanation of the phenomena: a hasty observer is liable either 
to overlook the disease altogether, or to misinterpret the meaning 
of the symptoms which he has discovered. 


§ 1. Superficial Aneurism.—When occurring in a tolerably 
superficial artery, the disease commonly falls under the care of. 
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the surgeon. Mistakes are less likely to occur than when it 4s 
deep-seated ; the pulsation and the bruit are both pretty readily 
made out; and when by pressure on the artery, at the proximal 
side of the tumor, it collapses, and is rendered flaccid by the sac 
becoming partially emptied, the diagnosis is simple and distinct. 
In a more advanced stage, when from large deposits in its inte- 
rior the sac has become hard and firm, it is especially important 
to note that the pulsation is felt when a finger is placed on each 
side, because an elastic tumor lying over an artery very generally 
pulsates outwards, but not so as to be felt transversely across the 
course of the vessel. The arterial bruit may also be simulated 
by the pressure of a tumor on a perfectly healthy vessel, espe- 
cially in those conditions of blood which embarrass the diagnosis 
of diseases of the heart, by producing cardiac murmurs. A tu- 
mor lying over an artery must, from its very position, be, to a 
certain extent, movable, or at least its point of attachment to the 
deeper tissues does not correspond with the known course of the 
artery ; and this serves as a further guide in diagnosis. 

In superficial aneurism we may sometimes be guided by the 
history of sudden appearance after a strain, and the mode in which 
it first revealed itself to the patient's consciousness; but to these 
much importance cannot attach. It seems scarcely possible that 
cellular inflammation and abscess lying over an artery should be 
mistaken for aneurism. 


§ 2. Thoracic Aneurism.—It is unnecessary to repeat the indi- 
cations by which we may arrive at the conclusion that a tumor 
of some sort exists in the cavity of the chest (see Chapter XX., 
§ 10); we have only to consider here by what circumstances we 
may be led to believe that it is of the nature of aneurism. And 
in forming this judgment the pathological facts connected with 
the disease are not to be forgotten: such as its relative frequency 
at the commencement and arch of the aorta, and the consequent 
probability of its being found at the upper and front part of the 
chest; its tendency to cause absorption or erosion of tissues by 
pressure, and hence the frequency with which it is attended by 
pain; hence, too, its termination by hemorrhage before it has 
attained any such dimensions as are seen in cases of malignant 
growth : nor may we forget the necessary disturbance of the cir- 
culation, and the constant accompaniment of hypertrophy of the 
heart. aaa ) 

In the dysphagia or dyspnoea caused by its pressure, which 
-_ gerves in many instances first-to call our attention to its presence, 
it does not differ from other forms of tumor: but from the position 
of the aorta they are perhaps more common and earlier in their 

appearance, the cough in particular having a remarkable metallic 
lang. Aneurism is much more liable to interfere with the arte- 
‘rial circulation, morbid growth with the venous; in the one a 
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difference can frequently be observed between the pulse at the 
two wrists, in the other we are more likely to find tortuous veins 
over the neck and thorax: but it may be worth mentioning that 
cedema of the arms, when the circulation is obstructed, sometimes 
renders the observation of the pulse fallacious. It would seem, 
too, that relief from the pressure, by change of posture, is more 
decided in the case of aneurism than of other thoracic tumors ; 
but in all cases it is usually found at some period of their history 
that a prone position is preferred to any other. 

The situation in which aneurism is commonly found, towards 
the upper and front part of the chest, may lead to its being de- 
tected by percussion and auscultation ; the dulness is limited, and 
is not complete; and though greater on one side than the other, 
unlike the consolidation of tubercle, it is most distinct close to the 
sternum. Solid growth in the anterior mediastinum is not limited 
to the upper part of the sternum, but the dulness extends all the 
way down; it is also more complete. The earliest auscultatory 
phenomenon is a jogging sound, which can be heard, and seems 
to be felt, when listening over the site of the tumor : it is probably: 
produced by its actually impinging on the parietes. In other 
instances an arterial bruit or whiz is heard there much more dis- 
tinctly than elsewhere: it is not unfrequently audible also in the 
precordial region; and hence, with the natural accompaniment 
of hypertrophy, may be wrongly attributed to valvular disease of 
the heart. 

In its further progress the aneurism causes absorption of the 
intervening tissues, becoming gradually more superficial; the 
bony structures soften, and the pulsation is readily observed 
externally. Pain is necessarily excited by this action, and has a 
gnawing character: the whizzing sound is rarely wanting. It is 
not easy to determine what circumstances give rise to the pro- 
duction of bruit in some cases and not in others; probably they 
are connected with the form of the tumor and the condition of its 
interior. An artery pretty evenly dilated will only give rise to 
the jogging sound already spoken of in consequence of its contact 
with the ribs; while one in which a distinct pouch has formed, 
or which is lined in its interior by uneven layers of lymph, will 
throw the blood into sonorous vibrations as it enters or leaves the 
enlarged portion. 


§ 8. Abdominal Anewrism.—Abdominal pulsation has a very 
vague significance, and the student cannot be too careful to avoid 
the mistake of supposing it to be constantly or even frequently 
an evidence of aneurism. It is of common occurrence among 
nervous, hysterical, and dyspeptic patients, and means nothing 
generally, when unaccompanied by the evidence of disturbed 
circulation which is afforded by the existence of hypertrophy of 
the heart. On the other hand, simple hypertrophy very often 
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communicates its pulsation through the diaphragm to the abdo- 
minal viscera, when there is no enlargement of the descending 
aorta; and in such cases if anemia lead to the development of 
bellows-murmur, the mistake of supposing both pulsation and 
bruit to be dependent on aneurism is very likely to be made. 
The decided indications of abdominal aneurism are the follow- 
ing: The tumor corresponds in position and direction to the 
known course of the aorta or iliacs; its attachments are firm, 
and it is but slightly movable; pulsation is felt in a lateral 
direction as the patient lies on his back, and this pulsation does 
not disappear on change of posture; a local bruit is audible 
which cannot be heard over the precordial region. 
~ Any tumor lying upon arteries of the size of the aorta and 
iliacs must necessarily convey a sense of pulsation in an upward 
direction—from the artery, through the tumor, to the finger 
placed opposite to it; but it does not pulsate laterally, and when 
a finger is placed on each side the difference is unmistakable. 
It is also to be remarked that in change of posture the altered 
relations of the tumor and the vessel will cause the pulsation to 
disappear in the one case, while it remains unaffected in the other. 
The arterial bruit cannot be much relied on, especially if there 
be concomitant anzemia. 


DIvIsion II.—DIsEASES OF VEINS. 


As in the diseases of arteries, we meet with inflammation and 
dilatation of the veins; but in this part of the vascular apparatus 
the inflammatory action is a very common and very serious dis- 
order; the enlargement is of very secondary importance. Vari- 
cose veins, indeed, even if they were not entirely regarded as a 
surgical disease, could hardly claim any place in a treatise on 
diagnosis, and we shall therefore confine our attention to phlebitis. 

The lining membrane of the veins would seem to take on in- 
flammatory action in connection with two very distinct conditions 
of the contained blood, and it cannot be doubted that the inflam- 
mation is itself of a different kind in each. In the one there is 
a tendency to the formation of pus, in the other fibrinous clots 
are formed, which more or less plug up and obstruct the veins. 
This subject has of late years been very closely investigated, 


and opinions are yet much divided on the sequence of events. 


With reference to diagnosis we have only to do with the condi- 
tions as seen at the bedside, and the facts elicited in the history 
of each; the first becomes known to us by the existence of a 


‘form of blood-poisoning; the second is familiar to us in phleg- 


 masia dolens. 


$1. Pyzxmia, or purulent contamination of the blood, has 


: already formed the subject of a previous section. (Chap. VIII, 
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8 5.) When occurring in a patient who has an open suppurating 
wound, it might be alleged that the pus has actually éntered into 
the open mouths of vessels; unphilosophical as this view must 
appear, it is evidently wholly inapplicable to those cases in which 
suppuration has been going on in a closed cavity, whether serous 
or synovial, or even in one formed by the artificial walls of an 
abscess; and it is equally untrue of pyzemia supervening upon 
diffuse cellular inflammation. In such cases we cannot doubt 
that the disease has commenced by inflammation of a suppura- 
tive kind attaching the lining membrane of the vessel, whence 
the pus mingling with the blood is carried forward into the cur- 
rent of the circulation. With an open wound its advent is 
marked by shivering, followed by perspiration: and we may 
justly conclude that in the other instances the same phenomena 
do attend it, but here they are obscured by the previous existence 
of rigor, and the liability to its recurrence when suppuration has 
commenced : hence it is not till the prolonged sweating of pyzemia, 
and the secondary inflammation of internal organs have declared 
themselves, that we can have any certain evidence of suppurative 
phlebitis having taken place. 

One point deserves attention, that the fact of empyema having 
followed pleurisy, of suppuration having occurred in synovitis, 
of a large suppurating abscess having formed, or of the existence 
of diffuse cellular inflammation, all alike point ‘to a certain crasis 
in the blood which predisposes to suppurative phlebitis, and that 
this is only a further development of the same tendency to trans- 
formation of effused plasma into pus. 


§ 2. Phlegmasia dolens is seen in its most characteristic form 
in women after delivery; but it also occurs not unfrequently in 
anzemic or chlorotic females; if it ever exist in males, it is cer- 
tainly very rare. It is marked by pain and swelling of some por- 
tion of the leg, or even of the entire limb, which has a blanched, 
bloodless aspect; it is firm and elastic, and except in the absence 
of redness, much resembles the condition of erythema; it has not 
the hardness of erysipelas, nor the doughy feeling of anasarca. 
At the lower. part of the limb, beyond the limits of tension and 
tenderness, oedema may be readily recognized by pitting on pres- 
sure; and indeed there is a certain amount of serous effusion 
throughout, which is caused by the obstruction offered to the re- 
turn of the blood through the inflamed vein; this combination of 
inflammation and cedema is that which gives its peculiar features 
to the disease. 5 

Occasionally its characters are much more local, only affecting, 
for example, the calf of the leg; and then the collateral circula- 
tion prevents the serous exudation from being so distinct. Above 
the seat of swelling, pain may be traced for some distance in the 
course of the emergent vein, and when superficial, as in the ham 


PHLEBITIS. 819 


or the groin, a distinct hard knotted cord may be readily felt with 
the finger, which persists long after the acute symptoms have 
subsided. The seizure is always a sudden one, and has no his- 


nie beyond that of its being found in the associations indicated 
above. 


Its common name of “ white leg” sufficiently discriminates it from erythema 
nodosum or diffuse cellular inflammation, and its hardness and tension cannot 
lead to the mistake of supposing it to be mere muscular rheumatism. In 
some instances cedema with much tension, especially when one leg only is 
affected, presents characters of superficial tenderness not unlike phlegmasia 
dolens ; but it is always readily to be discriminated, by its commencing at the 
ankle, gradually extending upwards, and being always associated with venous 
congestion ; while the swelling of phlebitis begins in the fleshy part of the 
limb, and is never discolored by turgid bloodvessels. 

A condition precisely similar may be sometimes seen in the arm, as a con- 
sequence of bloodletting, when the lining membrane of the vein is irritated 
by the lancet, but it is usually associated with more or less of diffuse inflam- 
mation. 


§ 8. Capillary Phiebitis—At post-mortem examinations some 
of the-internal organs occasionally present appearances which 
have led to their being said to be the seat of capillary phlebitis. 
The name sufficiently indicates the nature of the lesion; an exu- 
dative inflammation attacking the interior of the capillary ves- 
sels, and plugging them up with fibrin. It seldom passes to ves- 
sels of large size. Its clinical history is unknown, and it is even 
difficult to conceive how, in the majority of instances, it could be 
discriminated by any signs during life from other inflammations 
of the same organ. 5 


Phlebitis, ending in occlusion of vessels, will for a time interfere with the 
circulation through the organs in which the veins originate ; but their anasto- 
mosis throughout the body is so extensive, that the obstacle is very soon over- 
come by the blood being conveyed through some other channel. The only 
case in which I have seen very serious, or, rather, fatal results, was one in 
which the inferior cava was obstructed, and nature was unable perfectly to 
establish the circulation through the tortuous vessels, which, however, carried 
a very large portion of the blood from the lower extremities into the superior 
cava. 
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CHAPTER XXIV. 
DISEASES OF THE MOUTH AND PHARYNX. 


Their Association with Diseases of the Larynx.—§ 1. Of the Mouth 
— Glossitis— Uleers and Aphthe—Cancrum Oris.—§ 2. Of the 
Fauces—Quinsy— Enlarged Tonsils— Uleeration—Diphtheritrs. 
—§ 3. Of the Glands—Mumps. 


THE diseases of the mouth and pharynx do not present many 
questions of interest in a diagnostic point of view. The parts 
are readily examined, and simple inspection is generally sufficient 
to determine the seat of the affection, and the nature of the dis- 
ease. Itis not our object to give a history of pathological states ; 
but merely to point out the distinctive signs and symptoms by 
which these states may be recognized. 

The complaint of the patient is of soreness in the mouth or 
throat, and of difficulty in taking food. Conjoined with this there 
may or may not be symptoms referable to the entrance of the 
windpipe, hoarseness or aphonia, harsh sound or difficulty in 
breathing. The continuity of surface, as already mentioned in 
speaking of diseases of the respiratory organs, often leads to an 
extension of inflammatory action from the one set of organs to 
the other; and to this fact very often the affections of the pharynx 
owe their importance and significance. 

In complex cases it is very desirable to make out, if possible, 
whether the difficulty in swallowing were preceded or even accom- 
panied from the very first by cough or difficulty in breathing; 
as the disease is always of graver import, which, commencing 
in the larynx, produces a difficulty in swallowing, merely as a 
subsidiary affection, than one which has its original seat in the 
pharynx. In simpler cases little is learnt from the history beyond 
its duration and the occurrence of a febrile attack in its com- 
mencement; points which may serve to correct a faulty diagnosis, 
but are rarely essential to. its accuracy. 

The difficulty in swallowing may be referred to a point below the inlet of 
the pharynx, and may be due to disease situated lower down, such as stricture 
of the csophagus or pressure: but inspection of the fauces should never be 
omitted, as it may reveal deep-seated ulceration of the pharynx as the cause 
of this sensation. Thickness of speech will always result, from obstruction 
about the fauces; but it is very different from the hoarseness or aphonia of 
laryngitis: the mistake is only important inasmuch as it gives rise to false 
alarm, and to treatment unnecessarily active and severe. It is unnecessary 


here to revert to the means of distinguishing laryngitis from pressure on the 
trachea. (See Chap. XX., 21 and @ 10.) 
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The appearances divide themselves into redness, swelling, ulcer- 
ation, aphthze, and false membrane; each of which may be recog- 
nized singly or in groups over different portions of the mouth 
and fauces. 


§ 1. As affecting the Mouth—Redness and swelling of the tongue 
constitute what is called glossitis; at all times a rare disease, and 
now almost unknown, since the absurdities of mercurial ptyalism 
have been abandoned. When such symptoms are present, this 
must not fail to be inquired into; but it is to be remembered 
that the quantity of mercury taken is no criterion of its effect, for, 
in peculiar constitutions and in certain conditions of the system, 
it is produced with great facility ; and cases of spontaneous pty- 
alism are also on record. We find a pretty safe indication in the 
fetor of the breath accompanying mercurial salivation. Yet even 
such a point as this requires both experience and accuracy of 
observation. I have known the odor of sloughing ulceration 
mistaken for mercurial fetor. 

The-tongue is also often affected with simple ulceration, or 
covered with aphthz. Both of these ought to be regarded as 
constitutional states: even when ulceration seems to be directly 
caused by the edge of a broken tooth, its real history is probably 
a condition of depraved nutrition; and this is confirmed by the 
occasional appearance of ulceration along the edge, when no such 
exciting cause is present. Aphthz of the tongue are much more 
numerous than points of ulceration; they have an appearance of 
elevation rather than depression, look whiter and more solid, while 
ulcers are hollow, and filled with fluid secretion : spots of ulcera- 
tion are apt to follow on aphthe when the white crust is detached, 
but the general aphthous state is still sufficiently marked. Both 
occur much more commonly in childhood that in adult life: 
ulceration is evidently allied to that condition which gives rise 
to cutaneous disorders, especially impetigo; aphthze, on the other 
hand, point more directly to disorders of the mucous membrane. 
In infants the disease is known as “thrush,” and is always asso- 
ciated with intestinal disorder; in adults it is most frequently. 
met with in the last stages of ulceration of the bowels, preceded 
by a red and glazed tongue, or when diarrhoea occurs as one of 
the signs of general exhaustion. . 

Ulceration is, at times met with on the lips and the gums, or 
the inside of the cheek; in-which situation aphthe are less com- 
mon. On the gums it is important to distinguish simple ulcera- 
tion from that which is produced by mercury ; the correspondence 
of ulcers on the lips and cheeks would tend to prove that its 
origin was not of this specific character. One form of ulceration 
of the cheek is seen in childhood, which in its milder form may 


be called sloughing ulcer, in its more severe form has obtained 
the name of cancrum oris. It is characterized by foul, unhealthy 
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secretion, and rapid tendency to spread; in the worst cases de- 
stroying the cheek and side of the face, and, in all, producing a 
large unhealthy sore. There is no doubt that this, too, 1s consti- 
tutional. 


§ 2. At the Entrance of the Fauces—The morbid appearances 
which present themselves in this locality are those indicating 
inflammatory and ulcerative action: the redness and swelling 
occur under two very distinct forms+-the acute and the chronic. 

a. With some febrile disturbance, which rarély runs very high, 
we have general redness and swelling of all the adjacent struc- 
tures ; sometimes involving the root of the tongue, and not unfre- 
quently the submaxillary region, accompanied by great difficulty 
of swallowing, especially when liquids are taken, nothing, perhaps, 
causing greater pain than the patient’s own saliva, which for this 
reason he commonly spits out; the tongue is much coated, and 
acquires after time a sodden buff-leather aspect. When we can 
get a view of the throat, its aperture seems encroached on from 
all sides, and the uvula is long and large; the mucous membrane 
is remarkably red and injected. These circumstances are quite 
sufficient to characterize quinsy: its course is usually rapid, end- 

-ing in a few days by suppuration, and occasionally by resolution. 
The liability to its recurrence is so great that any history of a 
similar attack is of value in considering the probable termination 
of sore-throat in any given case. 


The occurrence of sore-throat is so common, while in certain circumstances 
it is an indication of such importance, that a few words must be said on its 
general bearings as a symptom of disease. In its simplest form, as a result 
of exposure to cold, it is the same affection which in one portion of the mucous 
membrane causes coryza, in another catarrh : in the pharynx slight redness is 
seen on inspection, very little difficulty in swallowing is experienced, and the 
feeling of soreness soon subsides: there is from the first very little fever, and 
its severity is rather proportioned to the catarrhal symptoms than to those of 
sore-throat. A very different state of things exists when, instead of general 
irritation of the mucous membrane, inflammation attacks the larynx ; the sore- 
ness of throat and difficulty of swallowing are very much more pronounced, 
pyrexia is distinct, and yet on inspection little redness is seen, and that red- 
ness has a livid aspect. In scarlatina, again, the fever generally runs high; 
but the cause of the soreness is at once discovered on inspection, in very ex- 
tensive redness, spots of aphthous or ulcerated appearance, or even sloughing ; 
in milder cases its true character is exhibited by the appearance of the cuta- 
neous eruption ; in severer cases, the existence of an epidemic coupled with 
the occurrence of intense fever, considerable prostration, great lividity of the 
throat and ulceration, without much swelling, enable us to assign to them their 
true character, even when redness of skin does not exist, or has receded. 

From all of these quinsy is distinguished by its local nature, by the swell- 
ing which goes along with it, and by the fever being only in proportion to the 
local action going on. And although the name be commonly restricted to 
those cases in which matter forms, all are to be regarded as belonging to the 


same class, which present such symptoms, even if the inflammation end with- 
out suppuration. 


b. In the chronic form the same structures may be implicated 
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in a less degree, a general dusky redness prevailing with no great 
amount of swelling; or there may be chronic enlargement of the 
tonsils only, or a permanently elongated condition of the uvula, 
which are both by no means uncommon as sequele of acute 
attacks. Not only do these appearances differ greatly from those 
presented by quinsy; but the history is also totally dissimilar; if 
there have been some aggravation of the symptoms within a few 
days, to which the attention of the patient is especially directed, 
stitl the evidence of old standing disease is not wanting if the case 
have been properly investigated. 


It can scarcely be necessary to add a caution against being deceived by the 
absence of any appearance of active congestion, into the belief that the sore 
throat is of old standing and of small moment, when fever is present: such an 
error would show entire ignorance of all right principles of diagnosis. En- 
larged tonsils are very often the effect of the scrofulous taint, and occur in 
early life: symptoms of cough and dyspnea, by which attention is first called 
to the case, may lead to a suspicion of phthisis, from the want of evidence of 
any other affection by which they might be accounted for, till an inspection of 
the throat at once explains the mystery. An elongated uvula is similarly a 
cause-of cough; and both may tend to excite and keep up bronchial irritation 
to an unusual extent. 

The observant practitioner will in all such cases notice peculiarities which 
serve to call his attention to the throat; thickness of speech, liability to sore 
throat, occasional difficulty in deglutition, even when pain is not spoken of, such 
as fluids returning by the nose; deafness, and especially the sound of the cough 
which may be described as a throat-cough: but whenever the symptoms are 
not fully explained by the stethoscope, an inspection of the throat is a wise 
precautionary measure before pronouncing a diagnosis. 


c. Ulceration of the fauces occurs in three distinct forms: (1) 
As the residue of an acute attack; (2) as a primary disorder in 
scrofulous and cachectic states; (3) as a consequence of syphilitic 
poisoning. After quinsy, the ulcer is generally pretty far for- 
ward, after scarlatina the tonsil is the usual site of ulceration; the 
scrofulous ulcer is very often in the velum, the syphilitic usually 
reaches towards the back of the pharynx. That resulting from 
an acute attack is generally superficial; the scrofulous is deep, 
but has flabby, perhaps jagged edges, which do not project; it 
often exists as a complete perforation of the velum; the syphili- 
tic, again, is deep and rounded, with elevated serpiginous and 
defined borders. . 


-- So far as diagnosis is concerned, these conditions might be accurately de- 
termined by a correct history. In regard to treatment, the division of most 
importance is into the syphilitic and non-syphilitic ulceration. Both the other 
forms are, in great measure, constitutional, and must be met rather by such 
remedies as are suited to the generak condition of the patient, than by those 
which have merely a local effect. In the female sex there is both greater dif- 
ficulty in making out the previous existence of primary syphilis, and greater 
unwillingness to confess that such may have been its cause than in males; to 
say nothing of the reluctance felt by the medical man in even hinting such a 
possibility. When the ulcer is rounded and excavated, with elevated margins, 
_ we must endeavor, by seeking in other directions for evidence of syphilitic 
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poisoning, to obtain some indication that may aid in solving the doubt which 
such a condition will naturally raise in the mind. 


d. The name diphtheritis, or diphtheria, has been applied to an 
epidemic disease which has hitherto been seldom observed in this 
country, but has been fully described by French authors. Recently 
it has prevailed pretty extensively, and it is worthy of. notice that 
it has been associated with scarlatina, so that in numerous cases 
it has been impossible to say whether the throat affection belonged 
to this peculiar disorder, or whether it was only what used to be 
called malignant sore-throat, a form of scarlatina in which the 
eruption on the skin was prevented or suppressed. Indeed, it has 
seemed that in many cases the disease commencing as an exuda- 
tion on the fauces, has terminated in sloughing ulcer. 

Diphtheritis, properly so called, is attended with less febrile 
disturbance than scarlatina, and does not usually present the 
typhoid characters of malignant sore-throat. There is usually 
some degree of fever, with malaise and general discomfort, and 
sore-throat; on inspection, large patches of whitish lymph are seen 
more or less extensively covering the uvula, tonsils, and pharynx; 
when these are detached, the mucous membrane is left raw and 
inflamed. In milder cases the affection terminates after a few 
days in gradual recovery; in the more severe forms the patient 
sinks exhausted from the persistence of the fever, and inability to 
take nourishment; or sloughing of the throat may supervene. 
It is a disease especially of childhood, and indicates the same con- 
stitutional tendency to that form of plastic exudation which is of 
so much moment when it invades the trachea in croup. During 
the late epidemic the larynx has been little involved, but when 
the exudation tends to spread in this direction, it becomes a very 
formidable disease. 

True aphthee are less common on the fauces than on the tongue 
and lips; but a somewhat analogous formation is frequently ob- 
served there, which may be either a true exudative process, or ~ 
merely the inspissated secretion of some of the follicles. These 
spots may be mistaken for ulceration, and it is only necessary to 
warn the student of this possibility ; though, probably, the mis- 
take is not a very important one. 


§ 8. The Glandular Structures —The inflammation of the fauces 
sometimes extends to the submaxillary region, and subsequently 
excites inflammation of the salivary glands; but these glands are 
also liable to be primarily affected. The swelling, though ac- 
companied with difficulty in swallowing, is chiefly external; the 
parotid, as the largest gland, gives the principal feature to the 
disease, which has hence been called _parotitis—better known by 
its familiar epithet, “mumps.” It is chiefly a disease of childhood 
and youth, and is not characterized by much febrile distur- 
bance; it is sometimes of importance as causing the disfiguring 
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abscesses which are apt to occur under the jaw in scrofulous 
subjects, when the surrounding textures become involved in the 
inflammation which primarily attacks the salivary glands. This 


Chronic enlargements of the cervical glands occur from a 
variety of causes in scrofulous constitutions; and these are ever 
apt, on the occasion of any little excitement or inflammatory 


_Stitutional taint, they are not of much moment; the cause being 
removed, the effect of necessity ceases in a healthy person. 
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CHAPTER XXYV. 
EXAMINATION OF THE ABDOMEN. 


History of Abdominal Discase—General Symptoms—LHifects upon 
the Health——Sensations often referred to other Regions—Actual 
Examination—of Outlets—of Hxcreta—of Abdomen jitself—by 
Inspection—by Palpation—by Percussion. 


BEFORE entering upon the consideration of the various organs 
contained in the abdomen, and their special maladies, it may be 
well to advert to afew general facts connected with the diagnosis 
of diseases of nutrition. Regarding the brain as the centre of 
innervation, the thorax as that of the circulation, the abdomen is 
especially the region in which the processes of assimilation and 
excretion are performed. It is not meant that this definition is 
absolutely accurate; but, as an approximation to the truth, it 
points out in what direction we are to look for the signs and 
symptoms of disease there, as connected with the ingestion of 
food, the preparation of proper elements for absorption, their 
transmission into the circulation, the rejection of useless materials, 
and the removal of waste or effete particles, as well as the neces- 
sity for the perfect integrity of the organs by which these pro- 
cesses are carried on. That the deviations from healthy action 
should rhanifest themselves in altered condition of blood, in im- 
perfect nourishment of tissues, and in functional disturbance of 
distant organs, to which the blood is carried, can cause no sur- 
prise ; and the difficulties of the diagnosis are only that while, on 
the one hand, the deteriorated condition of the blood may not be 
simply due to defective assimilation and excretion by abdominal 
viscera ; on the other, important changes in the circulation and 
innervation must react upon the abdominal organs, as it is by 
these two great physiological functions that their integrity and 

power are supplied and sustained. 

"With reference to history, we must admit that it is often not 
reliable, nor perhaps very material: no one entirely escapes occa- 
sional derangement of stomach and bowels, and it is impossible 
to say where healthy reaction against improper food ceases, and 
unhealthy action begins; hence, in chronic diseases, there are 
always a number of antecedent phenomena, and it requires skill 
to select those which are really valuable as facts in the history, 
as well as greater impartiality than is possessed by most medical 
men, to avoid putting the necessary questions in such.a form as 
to elicit the answers which we expect to receive, from the general 
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tenor of the symptoms. In cases of acute disease there is less 
difficulty in obtaining correct information regarding the sensa- 
tions and experiences of the patient since the severe symptoms 
arose; but here again we are encountered by the difficulty that 
the sensations in the abdomen are, at no time, very defined, and 
that some prior illness, the historical evidence of which is very 
defective, may have very considerably altered the organic consti- 
tution or functional power of the viscus. 

The totality of the general symptoms marking inflammatory 
fever has the same value here as in other acute attacks: some- 
times we derive secondary aids to diagnosis from the skin having 
a feeling of remarkable dryness, the pulse being small and wiry, 

or intermitting, &c.: the tongue always presents an unnatural 
appearance in derangements of digestion, and the bowels are sel- 
dom_regular in their action, or the feces healthy in character; 
besides this, we find changes in the appetite, in the character of 
the urine, &c. Hach of these symptoms has, therefore, a twofold 
‘meaning; first, as it forms one of a group which proves whether 
the attack. be acute and inflammatory, or chronic; second, as it 
stands for one of the signs of disorder in the particular organ: it 
is very important to bear in mind this double application, and to 
consider how far each is to be taken as evidence of the general 
condition which the whole group tends to prove, or derives its 
importance from mere local circumstances, e. g., how far a coated 
tongue is to be taken as evidence of inflammatory action or of 
disordered bowels. 

With reference to the appearance of the patient: any degree 
of emaciation points out a possible defect in assimilation ; even if 
it amount to no more than that the usual degree of obesity ob- 
served at advancing periods of life is absent, we may still be not 
far wrong in assuming that the individual is the subject of weak 
or faulty digestion; but extreme emaciation is a very constant 
consequence of severe abdominal disease. The aspect of the face 
and the color of the skin are each of them, again, valuable’sources 
of information in specific forms of disease. . 

The sensations are not confined to the abdomen: very many of » 
the functional disturbances of the brain (see Chap. XIII.) are only 
to be accounted for as results of irregularity in the digestive pro- 
cesses ; dyspnoea and palpitation, pains in the sternum or between 
the shoulders, that pain in the right shoulder stated to be sympa- 
thetic of disease of the liver especially, are all of them attributable 
in like manner to abdominal disturbance. In the abdomen itself 
uneasy sensations are produced by unusual enlargements of 
organs, by increased irritability in congestive states, and by irri- 
tating properties of the contents of the hollow viscera; as also by 
any unusual character of the secretions which prevents the normal 

‘changes, .or excites others which are abnormal, or renders them 
unsuited to the membrane which they traverse in their passage. 
\ 
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As we proceed with the inquiry we shall find many of the 
symptoms thus cursorily alluded to come more distinctly forward 
as evidence of disease of the various organs contained in the ab- 
domen; but we must first consider what aid may be derived from 
the application of physical investigation to diagnosis. 

First we obtain very certain information from the exploration 
of the outlets, the mouth, the rectum, and the vagina; but, with 
the exception of that derived from the state of the tongue, the 
extent of its application is extremely local and limited. 

Secondly, the excretions, by their changes in appearance and 
characters, afford very valuable instruction. The aid of chemical 
analysis has been brought to bear very fully on the condition of 
the urine, and in fact our whole knowledge of diseases of the 
kidney may be said to rest upon the chemistry of the secretion; 
but the same progress has not yet been made in regard to the 
feculent discharges, and any knowledge that has been gained is 
inapplicable for the purposes of diagnosis. 

Thirdly, the most valuable physical signs are derived from (a) 
inspection, (0) palpation, (c) percussion, on each of which a few 
words must be said. Auscultation is rarely applicable; in health 
no regular sounds are heard, which by their irregularity might 
indicate disease: its employment in abdominal aneurism we have 
already noticed, and it is also useful in detecting the placental 
bruit and the pulsations of the feetal heart in pregnancy. r 

a. Inspection indicates deviations from the natural contour 
‘produced by general fulness or local enlargements, serving both 
to suggest and to correct other modes of investigation. 


We observe a uniform and equable distension in peritonitis, which contrasts 
alike with the shrunken and retracted condition sometimes seen in colic and 
during the pain accompanying the passage of gall-stones, and with the irre- 
gular forms of distension of an analogous kind which are noticed in enteritis 
and obstruction. Similarly the simple inspection of the abdomen points out 
in many cases a very marked difference between the distended peritoneal sac 
of ascites pushing out the ribs as well as the abdomen, and the prominent 
rounded belly of ovarian dropsy, which very frequently evidently projects more 
on one side than the other. No less different is the aspect of general fulness 
in pregnancy from local swelling in disease. In the epigastrium the outline 
of a full stomach, and still more of an enlarged one,-may be distinctly defined, 
and thus afford valuable assistance in?the diagnosis of its actual condition. 
The uplifted ribs on the right side by enlarged liver, on the left by enlarged 
spleen, point out the direction in which investigation ought to proceed. 


b. As a necessary adjunct to inspection, and as a means of ascer- 
taining the cause of any deviation in form, palpation affords more 
information than any other means. of exploring the abdominal 
cavity. It often indeed serves to detect. deviations from health 
which would otherwise escape observation altogether; and very 
many of the more important characters of disease in the abdominal 
' viscera depend on its correct application. It embraces the sense 
of resistance or immobility of parts, their hardness and tenderness, 
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and their relative size; it determines the value of pulsation; it 
indicates fluctuation. e 

We might here go over almost all the important diseases of the abdomen, 
and point out the various lessons which palpation teaches; but they are so 
important, that they must be again mentioned in each particular case, and the 
reader is referred to the section on morbid growths (Chap. IX., Div. II., 3 2 
for the details of the evidence which it affords in the varieties of abdominal 
tumor. In making the examination, the student has to consider whether what 


‘is felt as a deviation from natural form, consist simply of enlargement of 


parts, or be absolutely a new growth in so far as this is indicated by outline; 
next its form, whether smooth and rounded, or nodulated and irregular; and 
then its attachments, natural and acquired. ; 


_¢. Percussion may be said to be almost essential to a correct 
appreciation of the results of both the preceding sets of observa- 
tions. It gives us the very valuable information whether any 
visible alteration in form be wholly caused by the presence of 
solid or fluid matter, or chiefly by the presence of the gaseous 
contents of the intestine; while the degree of dulness heard on 
percussion where a tumor is felt, determines to a certain extent 
its depth and thickness: it is still more useful in tracing out the 
origin and connection of tumors when disterision prevents our 
being able to reach their attachments with the finger, or where 
they take their rise under the solid covering of the ribs. It is no 
less important as it aids in mapping out the extent and form of. 
organs and tumors, as, for example, the shrunken liver, the en- 
larged uterus, or the distended bladder. 


When considered in detail, there is no question of diagnosis, which the 
percussion of the abdomen tends so much to elucidate as that of ascites and 


- ovarian dropsy. (See Chap. XXXII.) Remarkable resonance forms the chief 


characteristic of tympanites. The.absence of dulness on percussion serves to 
discriminate cases of chronic peritonitis without fluid, from those in which 
ascites is present; but the student must be reminded that when the patient 
is upon his back, a considerable amount of fluid may accumulate in the lower 
and posterior parts of the cavity, without manifestly altering the resonance 
on percussion. ware 
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CHAPTER XXVI. 
DISEASES OF THE @SOPHAGUS AND STOMACH. 


Uncertainty of Symptoms—Sympathetic Affections of other Organs’ 
— Diagnosis a Process of Hxclusion—§ 1. The Gsophagus and 
Cardiac End of the Stomach—§ 2. Organic Lesions of the Sto- 
mach—sStricture of Pylorus— Uleeration— CGastritis— Dilatation 
—§ 3. Functional Disorders of the Stomach—Irritability—Dis- 
tension—Faulty Secretion—Associations of Dyspepsia. 


No longer guided by the objective phenomena which serve for 
such clear indications in the affections of the mouth and pharynx, 
we now come to a class of diseases which for their complete in- 
vestigation require, more than all others, perhaps, the exercise of 
sound judgment and careful discrimination. Making up, as they 
do, the largest portion of the sum of minor ailments which med1- 
cine is called on to remedy, individually, their importance, with 
one or two exceptions, is not great; and consequently the oppor- 
tunity of studying them in hospital practice is but small, while 
that little is too often neglected, from the necessity the student 
feels of giving his short period of study to the graver or more 
acute diseases presented to him. 

The common disorders of the digestive canal may be said to 
be but three, dyspepsia, constipation, diarrhoea. And yet in each 
of these conditions how much remains behind—how much to 
guide our practice if we but knew it--how much that is as yet 
obscure if not quite inexplicable! 

It is quite beyond the scope of our present plan to enter into 
all the details connected with so complex a subject as dyspepsia; 
it must suffice to point out the leading features by which symp- 
toms may be referred to the stomach, and the general characters 
by means of which one form may be discriminated from another, 
and so that class of remedies be selected which may reasonably 
be deemed most suitable. It will probably be advantageous to 
consider the more severe diseases before inquiring into those 
which are less important. 


Much of the uncertainty that attends our knowledge of disorders of the 
stomach is caused by the necessity of relying so much on the sensations of 
the patient, since in many cases no anatomical lesions have been clearly asso- 
ciated with the symptoms detailed. The practitioner is consequently obliged 
to theorize as best he may on the @ prdorz effects which he would expect from 
faulty secretion, deficient muscular action, and nervous irritability; and to 
contrast these inferences with sensations, the real import of which he can 
only guess at, because the descriptions of the patient are generally so faulty, 


“ath pie ne dee hh es ee he 


DISEASES OF THE GSOPHAGUS AND STOMACH. 3831 


that in asking questions he often suggests the very answers he receives. A 
dyspeptic physician is very likely thus to mislead both himself and his patient, 
by rendering their sensations into the language of his own ailments. 

The information we derive is obtained from three distinct sources, the sym- 
pathetic affections of the head and those of the chest, and the symptoms more 
directly obtained from the stomach and abdomen. In the head, pain, vertigo, 
partial blindness, temporary derangement of function, &c. In the chest, 
cough, and especially palpitation, local pain, &c. For the grounds of dis- 
tinction by which these functional disturbances may be recognized, reference 
must be made to the chapters on the diseases of those organs; here suffice it 


* to say that the symptom generally stands alone; there is no other traceable 


to the same region, such as there certainly would be were the single symptom 
a sign of disease there: more especially, it is transient, and generally of fre- 
quent recurrence, so that a patient perhaps complains of palpitation when 
heart and pulse are alike quiet and normal at the time of examination, to be 
again excited by the same sympathy which had previously caused it. 

But, in addition, some other symptom, or rather train of symptoms, will be 
found in connection with the stomach; loss of appetite or vomiting, sense of 
weight, distension or pain, either referred directly to the stomach or distinctly 
aggravated by the opposite states of either fasting or repletion, combined 
generally with irregularity of the bowels, constipation, or relaxation, or an 
alternation of both conditions. The seat of the pain or uneasiness varies a 
little within certain limits; but there will generally be no difficulty in assigning 
it to.its proper source, by investigating the conditions and signs of disease 
in adjoining organs, which might by possibility give rise to similar symptoms. 


In dyspepsia, as in hysteria, when the pathology of the disturb- 
ance is so little understood, the only safe principle of diagnosis is 
that of exclusion. The possible conditions of the brain, of the 
lungs, and of the heart must be duly weighed, and attention must 
also be paid to the condition of other abdominal viscera. 


§ 1. The Gsophagus presents only one form of disease—a cer- 
tain degree of closure either from stricture or from spasm. The 
complaint of the patient is of difficulty in swallowing, a sensation 
of the food stopping somewhere in its course, and its being again 
brought up. ‘The distinctive feature of this state is, that the re- 
turn of the food is immediate; very few mouthfuls can be swal- 
lowed, perhaps no more than one, before the pain and discomfort 
become such that the-patient cannot proceed till that has been 
rejected ; and the difficulty is always proportioned to the solidity 
of the food, fluids continuing to pass when no solid matter is re- 
Geived into the stomach at all. The rejected matter is simply 
masticated food, and has no smell of acidity, nor does the patient 
perceive any taste of bile. ah eae 

True stricture comes on yery gradually and insidiously, is ac- 
companied by marked emaciation, and generally attended with a 
sense of hunger which cannot be relieved in consequence of the 
impossibility of filling the stomach with food: if necessary, the 
diagnosis may be made still more clear by introducing the pro- 
bang. The closure from spasm is generally more suddenly de- 
veloped, and is not attended by the same constitutional effects. 
Tn stricture, the condition is permanent, and the only perceptible 
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difference in the power of swallowing is due to the quality of the 

food; in spasm, the difficulty varies in consequence of circum- 

stances for the most part inappreciable. The remote cause of 
spasm would appear sometimes to be mere nervous irritability ; 

in other cases it is due to local irritation of some portion of the 

mucous membrane, or to the pressure of a tumor on the ceso- 

phagus. In spasmodic stricture the probang can be passed, 

although it meets with some resistance when any local cause of 
irritation exists. The circumstances here referred to apply equally ~ 
to disease of the cardiac opening of the stomach, which produces. 
an exactly analogous effect, in regard to the introduction of food, 

as that of closure of the cesophagus, and therefore need not be 

considered separately. 


In seeking for characters by which these diseases may be distinguished, we 
observe that any evidence of “ exaltation,” or of nervous irritability in other 
organs, prepares us for the existence of a similar condition in the cesophagus; 
if we learn that anything liable to irritate the membrane has been swallowed, 
or if we find any redness or spots of ulceration on the fauces, we suspect the 
coexistence of spasm with local irritation: if a tumor exist, we should have 
concomitant evidence of pressure on the trachea. 

It further deserves notice, that occasionally ulceration of the epiglottis and 
imperfect closure of the entrance of the windpipe excite coughing, so imme- 
diately upon the act of swallowing, that great part of each mouthful is returned 
before it can pass the irritable spot. Here there is not necessarily any spasm 
of the cesophagus ; and if, along with the known existence of cough, and pro- 
bably also of hoarseness or raucous breathing, the act of deglutition be watched, 
its cause will be at once revealed. 


§ 2. Organic Diseases of the Stomach.—The two most important 
lesions found in the stomach are stricture of the pylorus, which 
is very often cancerous, and simple ulceration of the mucous mem- 
brane. Gastritis is a disease of very rare occurrence in its acute 
form; dilatation is most commonly the result of partial closure 
of the pylorus, but possibly also commences as an idiopathic 
disorder. 

a. Stricture of the Pylorus in its earlier stage, cannot be dis- 
tinguished from mere functional derangement; and when, as very 
commonly happens, dyspepsia is conjoined with it, the patient 
may appear to recover under treatment while yet the disease pro- 
ceeds unchecked. The most constant symptom of stricture of the 
pylorus is vomiting: but I have seen the disease run on to a fatal 
termination, in which, during a long period, that symptom was 
absent in consequence of un ulcerated opening communicating 
with the duodenum. When accompanied by ulceration, there is 
usually, at some period or other, grumous vomiting, which owes 
its appearance to a small quantity of blood, altered by the secre- 
tion of the stomach; sometimes there is more copious hemorrhage. 
The stomach may become enormously distended: indeed dilata- 
tion probably always exists, more or less; but it is much greater 
in simple thickening than in scirrhus of the pylorus, when the 
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stomach is more irritable, and its contents more speedily rejected. 
Several meals, or even the food of three or four days, may be, in 
great part, accumulated before it is rejected, or, on the other hand, 
the vomiting may occur after every meal; the longer interval 
proves the existence of dilatation, if anything like the whole 
quantity of food be rejected; the constant recurrence of the 
vomiting after food shows that there is a condition of irritability. 
The absence of signs of dilatation when the vomiting occurs at 
longer intervals, and the return of the food after every meal, are 
each of them more favorable indications as being more likely to 
depend on dyspepsia than a certain degree of dilatation with 
vomiting at-intervals of one or two days. 

The progress of the case is usually rapid when the disease is 
of a malignant character ; the symptoms are unrelieved, or recur 
with greater severity ; the aspect of the patient becomes wan and 
sallow, with increasing emaciation; there is often lowness’ of 
spirits and despondency; and sooner or later, in most cases, the 
presence of a hard mass in the region of the epigastrium, towards 
the right side, leaves no doubt of the presence of scirrhus. 


Though analogous in the fact of partial closure of the pylorus, the two dis- 
eases run a very different course; the difference being caused chiefly by two 
circumstances: the one, that along with the stricture there is a morbid con- 
dition of the mucous membrane in cancer, giving rise to irritability and more 
frequent evacuation, ulceration, grumous vomiting, &c.; the other, that when 
the disease is constitutional, the altered condition of blood, which attends its 
progress, necessarily renders it more rapidly fatal than mere thickening of the 
pylorus. Themnon-malignant form of stricture may be recognized by its fre- 
quent occurrence among spirit drinkers; by the accompanying dilatation, the 
absence of hemorrhage, the circumstance that no tumor can be felt, and most 
especially by its slow progress; if the symptoms have existed for years, or 
even for many months, without a cachexia being established, the probabilities 
are greatly against cancer. 

The occurrence of hemorrhage in any large quantity, in cancerous disease 
is the exception. At first, the blood only appears as small black or brownish 
flakes in the vomit, but at a later period, assumes the character of what is 
called coffee-ground vomiting, the amount of blood in which may be con- 
siderable: distinct hemorrhage is more probably the result of simple ulcer. 

We look with great distrust upon symptoms of uneasiness after food, eruc- 
tations, occasional vomiting, and depression occurring in persons of temperate 


habits, unrelieved by treatment, or progressively getting worse, and attended 


= 


with any degree of emaciation and sallowness. 
It does not seem possible generally to distinguish different forms of cancer- 


-ous growth during life. It is only known that medullary cancer grows much 


more rapidly: that colloid, even if present in the stomach, is more abundant 
in its usual’ site, the mesentery;~and that scirrhus is commonly the most 
painful of the three. Scirrhus is the most local; encephaloid and colloid 
spread more rapidly, the former usually coexisting in the liver; in cases in 


~ which scirrhus has spread, it has also been to the liver. 


While we are taught much by the aspect of the patient, we learn little from 
the state of the pulse, tongue, bowels, &c.: there is generally constipation, in 
consequence of the small quantity of food which passes downward, and the 
tongue may be coated at the back; the pulse is for the most part weak, but 
seldom accelerated. 
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b. Uleeration—But little is known of this disease in its clinical 
history; the symptoms seldom present any degree of uniformity 
in the cases which have been watched to a fatal termination; they 
often fail to suggest the idea of ulceration at all, and at best the 
conclusion regarding its existence can only be hypothetical. 
Extreme pain commencing immediately after food is taken, and 
before digestion can possibly have begun, especially if excited 
by water or bland fluid, a pain which is localized in a particular 
spot, and always recurs at the same place, affords perhaps the 
most conclusive indications. Heematemesis in an otherwise 
healthy individual is often due to thé same cause; but either 
may be wanting, and there is nothing to be recognized beyond 
ordinary dyspeptic symptoms. In some few instances the tongue 
looks red and raw, or spots of ulceration may be seen on it, or on 
the lips, indicating a generally depraved condition of the mucous 
membrane, one manifestation of which may be ulceration of the 
stomach; much more frequently, however, this state of the 
mouth is associated with ulceration, or irritation of the bowels. 


It must not be overlooked that simple ulceration of the stomach is not a 
common pathological state in the bodies of persons dying of other diseases, 
and therefore we must not hastily predicate it of a person suffering from 
dyspeptic disorder. Besides the simple ulcer, with the origin of which we 
are unacquainted, we meet with ulceration associated with malignant disease, 
at parts distant from the pylorus. The same obscurity of symptoms attends 
this as the other forms of ulceration, unless grumous vomiting occur to point 
more directly to its cause, or a tumor be felt somewhere in the epigastrium ; 
and we may then be puzzled to explain the absence of obstruction. “We also 
find destruction of the mucous membrane, and consequent ulceration remain- 
ing as a permanent result of the corrosion and inflammation caused by irritant 
poisons, especially the mineral*acids and alkalies. The history of recovery 
from.the acute attack, with abiding tenderness of the stomach and inability 
to take food without great distress, would point out the true nature of such a 
case. 

In speaking of hematemesis (Chap. VII., Div. IT., 2 3), the different forms 
of hemorrhage were enumerated: and it may be here added that, when pre- 
ceded by local symptoms referable to the stomach, that which occurs early 
in life, and is abundant and more florid, is probably caused by simple ulcera- 
tion; that which is seen in advanced life, and is small in quantity and grumous 
in appearance, is probably connected with malignant disease. If the blood 
have been brought up at some previous period, and the symptoms continue 
stationary, we may feel considerable confidence that the disease is not can- 
cerous. 


c.. Gastritis—The occurrence of idiopathic gastritis is so rare 
in clinical medicine that practically it need scarcely be referred 
to. It is, indeed, only known as the consequence of the ingestion 
of some irritant, probably of the nature of an acrid poison; but 
im rare instances it has followed the taking a draught of cold water 
when the body was much heated by exercise, or has been caused 
by indigestible food. ; 

Both the simple ulcer and the thickening of the pylorus with- 
out malignant growth have been referred by some pathologists 
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to chronic gastritis: but they have been unable to point out any 
characters by which the gradual changes can be recognized, be- 
fore they have reached the points at which we have attempted, 
though so ineffectually, to make them subjects of diagnosis. 

The symptoms of acute gastritis may be seen as part of more 
general inflammation of the peritoneum, when the stomach is 
intolerant of the least portion of food or drink; these again may 
be closely simulated by sympathetic irritation of the stomach in 
inflammation of the brain. 


d. Dilatation must be noticed, as it is found in eases in which, 
from the duration of the disease, there must always be some 
doubt as to the existence of organic lesion. It is probably con- 
nected, when of. great extent, with some degree of obstruction to 
the pylorus, but may, likewise, be a consequence of habitual dis- 
tension and loss of muscular power. In its minor form it gives 
rise to extraordinary tympanitic resonance over the whole of the 
lower part of the left side of the chest, as high as the axilla; in 
its more aggravated condition it forms a sac which almost fills 
the abdomen, and has even given rise to the idea that the patient 
was laboring under ascites. In the former case, the complaint of 
pain on the left side will naturally lead to percussing the chest ; 
and the tympanitic sound extending below the edges of the ribs, 
as well as above, taken in conjunction with the slow progress of 
the ailment, can leave no doubt as to its true character. In the 
latter there is generally a history of occasional vomiting, when 
very considerable quantities of fluid have been brought up; and 
if this have occurred recently, extensive tympanitic resonance 
will be observed extending over the epigastrium and left side 
generally ; if for some days there had been no vomiting, we find 
distinct fulness below the epigastrium, of a rounded form, extend- 
ing in the direction of the umbilicus, and passing thence towards 
the left hypogastric or lumbar region, superficially tympanitic, 
but accompanied by deep fluctuation, with gurgling noise on move- 
ment, which has been mistaken for succussion. 

Latterly, a valuable aid to diagnosis has been obtained from 
the discovery of the microscopical sarcina ventricult in the vomited 
matter, which always betrays a great tendency to ferment. This 
appears at present to indicate no more than a retardation of the 
food in the stomach, with a want of power completely to empty 
its contents; and we are consequently led to associate its existence 
with the probability of a condition of dilatation, especially that 
which acknowledges thickening of the pylorus as its cause. 


§ 8. Functional Disorders of the Stomach.—Dyspepsia proper, 
accompanied by its multifarious symptoms, can only be safely 
predicated when, after careful weighing of other possible states of 
system, we find a remaining amount of disturbance which we have 
failed to account forin any other way. And hence it is a rational 
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conclusion that dyspepsia does coexist with different states which, 
while sufficient to account for some of the symptoms, leave others 
unexplained. It stands in close relation to most diseases of the 
abdominal viscera, either as their cause or their effect ; and it may 
be associated with almost every chronic ailment, so as to make it 
difficult to determine, when we are satisfied of the coexistence, 
what their exact relations are to one another. Such, for example, 
is its combination with anzmia and hysteria; in both quite as 
frequently the cause as the consequence of the general state; in 
both alike demanding distinct recognition and separate treat- 
ment. 


It is very important to remember, with reference to the stomach and its 
disorders, that almost every patient, no matter how ignorant or ill-informed, 
frames to himself, according te his amount of knowledge or prejudice, a theory 
of his ailments: one attributes to indigestion all his sufferings, another con- 
stantly alleges that he is bilious, a third is not satisfied unless he is well purged, 
and a fourth, who relishes the pleasures of the table, is slow to admit that his 
stomach is overtaxed or unequal to the demands made upon it. No cause 
more frequently leads to wrong diagnosis than forgetting to separate between 
the true narration of symptoms and sensations, which are our only guide in 
this class of disorders, and the construction of a theory which no patient is 
able to form correctly in his own case. Social progress would stand still for- 
ever if nothing were to pass current but bare description ; yet, in the history 
of a case, everything else should be rigidly excluded ; and it is better to trace 
out the disease as we do in childhood. by our unaided observation, than to 
admit into our conception the statement of the patient that he is “ bilious.” 
No more expressive term exists for a certain condition of body than this, it 
is as true, strictly and legitimately true, as “fever,” “ rheumatism,” &c.: but 
it theorizes—it is a compendious expression of certain symptoms; and it is 
the duty of the physician, not of the patient, to determine whether this implied 
theory properly express the category of symptoms or not. In the present 

ay, DO organ is more hardly dealt with than the stomach, whether we con- 
sider the starvation and improper food of the poor, the irregular hours of the 
man of business, the pampering and overfeeding of the rich, or the still more 
pernicious disregard of the proper evacuation of the effete contents of the 
alimentary canal, which false delicacy, sedentary habits, and sheer inattention 
produce. The habits of the patient, therefore, afford a further help to diag- 
nosis, as one of the elem@ats inthe history of the case. 


The symptoms of dyspepsia may be referred to three distinet 
heads—pain, or nervous irritation, impaired muscular action, and 
faulty secretion. In their analysis, it is to be remembered that 
while pain is an evidence of irritability, and thus, perhaps, simply 
of faulty innervation, it may also depend on the condition of the 
mucous membrane, and the character of its secretion, or on over- 
distension and spasmodic contraction of the muscular fibre. Simi- 
larly, though distension be essentially the fault of the muscular — 
structure, which has become relaxed, weak, and ineffective, yet - 
this very weakness may be a symptom of nervous debility, or 
may be simply caused by distension with gas, generated because 
the secretion is imperfect. In the same way, faulty secretion may 
be directly traceable to the condition of the mucous layer and fol- 
licles, but may also result from imperfect nervous or vascular 
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action, or follow on the detention of food in the viscus from defi- 
cient muscular power. Nothing, indeed, can be more erroneous 
than the limitation of each of these effects to that particular struc- 
ture which is directly concerned in their production. But we are 
not on this account to disregard the information thus conveyed ; 
on the contrary, pretty nearly all the complex cases that come 
before us may be resolved into these three simpler elements— 
irritability, distension, and faulty secretion: caution is chiefly to 
be exercised in theorizing that this or that particular function is 
the one primarily deranged. 


a. Irritabihty presents a great variety of phases, which receive 

* from patients as many different appellations. It is often mani- 
-fested in extreme intolerance of food; beginning by slow degrees, 
it-at length becomes such that every meal is rejected, and some- 
times the quantity of food must be reduced to a mere spoonful, 
and its quality be the very simplest and blandest possible, to 
prevent its rejection. Such a form of irritability may be pro- 
duced_by ulceration, but is certainly not limited to it. Pain, 
referred so often by the hysterical to the left side, or described as 
passing through the chest and being felt between the shoulders, 
4 oF perceived in the centre of the sternum as well as over the epi- 
gastric region; a feeling of emptiness or craving, which, relieved 
for a short time by food, returns in its full extent before the sto- 
mach can by possibility be emptied; sensations of fulness, weight, 
dragging, &c.; gnawing, cutting, tearing pains, &c,.—must all be 
regarded as evidences of irritability. It is manifestly impossible 
to assign to all of these their true pathological import, or even to 
guess why they are so differently described; but it is of service 
to consider their relation to the ingestion of food, as tending to 
show in some measure their exciting cause. Thus, if the disa- 
greeable or painful sensation be observed shortly after food is 
taken,—if some kinds of food produce it at once, and others not 
at all, especially if bland fluids do not excite pain, as they gene- 
rally do in ulceration, we should have strong reason for believing 
that the symptom was chiefly nervous, that the irritability of the 
stomach was the primary affection. Whereas, if a longer interval 
“must elapse before the sensation be aroused, if it be accompanied 
by acidity or eructation, or if it exist when the stomach is empty, 
being rather relieved by the presence of food, we shall probably 
be right in regarding it as symptomatic of faulty secretion. Ifa 
sense of weight or dragging be the form assumed, and it be expe- 
rienced at a still later period, we may assume that there is some 
delay in the process of emptying the stomach, either as a conse- 
quence of torpidity of muscle, or more commonly as the effect of 
over-distension : still more, if the pain be of a spasmodic charac- 
ter, and very late in its occurrence, it may be referred to the in- 
effective contractions of the muscular fibre distended beyond its 
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proper limits, and vainly attempting to expel crude and half- 
digested aliments to which the pylorus refuses egress. 


h, Distension.—Dilatation, in its minor and less important sig- 
nification—more properly distension or relaxation of muscle, in- 
dicated by the pain just referred’to, and by the existence of un- 
usual resonance—is more likely to be primary in persons of lax, 
flabby muscular structure, than in those who have firm resilient 
flesh. Such a condition is more probable if there be coexisting 
constipation and want of intestinal peristaltic action, if the appe- 
tite be unaffected, and the first stage of digestion easy; but it can 
scarcely persist without reacting on the mucous membrane, through 
the delay of food in the stomach: and hence it becomes compli- 
cated by evidence of faulty secretion. On the other hand, one of 
the most constant effects of imperfect digestion is the generation 
of flatulence, which must necessarily distend the stomach till it 
find an outlet; crude and ill-digested food must also necessarily 
be delayed in passing the pylorus, whether the muscular action 
be at fault or not; and it is therefore by no means easy to say 
how much is due to the imperfection of the muscle, and how much 
to the defect of the secretions. More easily recognized are those 
cases in which the distension, the discomfort, and the delay of the 
digestive process are all of them caused by overloading the sto- 
mach, which sooner or later rebels against the habitual overtax- 
ing of its powers. It may still be capable of disposing readily 
of a moderate meal, but it refuses to propel a large mass of hete- 
rogeneous contents; in such cases, probably, the actual over- 
stretching of the fibre is a more efficient cause of the distension 
than the character or quantity of the secretion. 


c. Faulty Secretion—Manifestly combined with both the pre- 
ceding conditions, this cause of dyspepsia is perhaps the most 
frequent and the most difficult to manage. It is related to va- 
rious conditions of health, acting either through the vascular or 
ae te system, but seems to be also primary and independent of 
them. 

(1.) Hyperzemia.—Passing by the form of acute gastritis, we 
come to the congestion characterizing a fit of indigestion brought 
on by excess. Here the history of the case, if correctly given, 
leads at cnce to the true diagnosis: the attack is recent; all the 
symptoms severe; the tongue is generally foul and flabby; the 
bowels confined, or a good deal relaxed, but without febrile symp- 
toms. A timely emetic, imitating the relief which nature some- 
times provides, might have prevented the subsequent congestion; 
but when once excited, the irritation may not subside after the 
ingesta have passed into the bowels; vomiting may come too late, 
and persist even for days; the bowels, if unloaded by an aperient, 
become again confined, or are affected with diarrhoea. Conges- 
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tion of the liver generally plays a prominent part in such condi- 
tions; but congestion of the stomach is equally evident as the 
direct effect of a debauch; and there is not only perverted secre- 
tion, but irritability dependent on the sort of erythematous 
condition of the mucous membrane, which the very idea of con- 
gestion implies. Similar results are, no doubt, also traceable 
when the congestion of the stomach is of that passive form which, 
in its very marked examples, is accompanied by hematemesis, 
and.is produced by obstructed hepatic circulation. General ple- 
thora evidently cannot be a cause of dyspepsia, because any 
interference with the action of the stomach would immediately 
reduce the quantity of material converted into blood, and of 
necessity diminish the plethora; but probably a fit of indiges- 
tion would be more severe in the plethoric individual than in 
another. 

(2.) Anzemia, on the other hand, is unkown as a local affec- 
tion, but, as a general condition of system, evidently exercises 
great influence over the secretion of the stomach. When, there- 
fore, we find dyspeptic symptoms associated with the aspect of 
thin and poor blood, the only question can be whether they are 
wholly dependent upon the anzemia, or have any separate cause; 
and this is best known by ascertaining which class of symptoms, 
the dyspeptic or the anzemic, had the priority in commencement. 
And if the complex disorder began by the imperfect action of 
the stomach withholding the due supply of pabulum to the blood, 
we must still admit that the consequent anzemia will aggravate 
the dyspeptic symptoms; just as we know that imperfect diges- 
tion, though caused by anemia, necessarily tends to increase that 
state. It is probably in this way that bad food and chronic wast- 
ing diseases excite, as they occasionally do, persisting forms of 
dyspepsia, as they necessarily deteriorate the quality of the blood: 
bad food does not primarily excite permanent disorder. 

(3.) In some forms of disease a specific blood-crasis seems to 
exist, which has a close relation to the secretion of the stomach. 
To this class we might legitimately refer the inaptitude for diges- 
tion produced by inflammatory and febrile diseases; but it must. 
rather be restricted to indigestion arising in the gouty diathesis, 
the dyspepsia of drunkards, &. In other cases the dyspepsia is 
more distinctly associated with disturbance of brain and mental 
excitement; when it becomes—difficult to say whether the effect 
be produced through the medium of the blood or of the nerves. 

(4.) There yet remain very numerous instances of dyspepsia, 
in which faulty secretion seems to be the principal cause of the 
defect in the digestive power, where we cannot trace it back to 
any antecedent circumstances, and cannot explain the agency by 
which it has been established. Among them we include cases 
characterized by heartburn, pyrosis, flatulence, nausea, loathing 
of food, vomiting disagreeable tastes in the mouth, &., which 
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occasionally occur in persons in comparative health, and are 
found to yield to the simplest treatment, but which, in their ha- 
bitual persistence, become so rebellious and intractable. 

Under any of these circumstances, the secretion of the stomach 
may be very variously modified. Thus, it may be deficient 
in the special principle (pepsin), which acts as a solvent of the 
albuminous substances; all animal food whatever will be found 
by the patient difficult of digestion; and as a consequence of its 
imperfect solution, fetid gases will be evolved, and unalterated 
fibres will be seen in the evacuations; or, again, the secretion 
may be of such a character as to set up a process of fermentation 
rather than digestion, with the development of acid and flatus. 
which is very constantly associated with diarrhoea: or there may 
be excessive secretion, of feeble power, rising up and filling the 
mouth with tasteless fluid when the stomach is empty. The first 
of these is the condition most frequently resulting from strain of 
mind; the second is the common precursor of gout; the third is 
the usual result of bad and insufficient nutriment: but each of 
them may be met with casually, or even persisting for a consider- 
able period without any such definite causes. 

This short sketch would be incomplete if no allusion were made 
to the spasmodic pain which attacks persons subject to gouty dys- 
pepsia, and commonly known as gout in the stomach. Its place 
would seem to be in that class of cases in which irritability is a 
prominent symptom, as it is especially marked by violent pain in 
the epigastric region ; it is generally, however, preceded by symp- 
toms of faulty secretion, and passes off with a discharge of flatus 
from the stomach. 


It has been already stated that dyspepsia is frequently associated with other 
chronic diseases : we especially look for anemia and emaciation in its slighter 
forms ; and in females for hysteria and functional derangements of the uterine 
organs. Among its causes we must not forget the possible effect of deleterious 
agents; not only those which are distinctly recognized as poisons, but those 
also which bear the name of luxuries, such as tobacco and fermented liquors. 
Tubercular diseases may give rise to symptoms of dyspepsia, and they are 
occasionally also first betrayed by them. The condition of the liver and the 
functions of the brain must be each inquired into, both as causes and compli- 
cations of disordered stomach. Changes in the character of the urine will be 
found sometimes dependent solely on the mal-assimilation of nutriment; and 
sometimes, while aifording evidence of disorders especially referable to the 
kidney, are still very much influenced by the condition of the digestion. Skin 
diseases, in like manner, have a very close relation to dyspepsia. | 
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CHAPTER XXVIL. 
DISEASES: OF THE INTESTINAL CANAL. 


Primary Division— General Relations of Inflammation. 

Div. L.— Diseases attended with Constipation—& 1. Constipation— 
§ 2. Enteritis—§ 3. Ileus—§ 4. Obstruction. 

Diy. IL. Diseases attended with Relaxation—§ 1. Diarrhea— 

~ § 2. Dysentery—§ 3. Ulceration. 

Dry. I11.— Diseases attended with altered Secretion.—§ 1. Disordered 
Bowels—§ 2. Tympanites. 


ALL diseases of the intestinal canal have one feature in com- 
mon, that they are accompanied either by constipation or relax- 
ation;Or by an alternation of these two states. This is detailed 
as part of the necessary history of the case; and it again comes 
before us in the inquiry which we have supposed it necessary to’ 
make into the evidences of the general state of the patient before 
commencing the investigation of individual organs: it will there- 
fore, perhaps, best serve our present purpose to adopt this common 
feature as the basis of classification, and so follow out the symp- 
toms which are available in discriminating the various conditions 
which these circumstances serve primarily to indicate. 


It is necessary, before proceeding further, to make a few remarks on the 
subject of inflammation, to point out more clearly its relations to the action 
of the bowels. Idiopathic gastritis is almost unknown: peritonitis, as we shall 
see, is more common: inflammation of the stomach is sometimes conjoined 
with that of the peritoneum ; inflammation of the bowels is so more frequently, 
in consequence of their greater extent of surface. ‘ 

Enteritis, as a primary affection, holds a position in regard to frequency 
between gastritis and peritonitis; but even when the inflammation seems to 
have begun in the bowel, itis almost always found to have affected the peri- 
toneum ; so that in general it is not easy to say which disease has been first 
in the order of succession. The cases of enteritis without peritoneal inflam- 
‘mation are among the curiosities of medical literature ; and possibly the highly 
susceptible membrane of the peritoneum is the first to take on inflammatory 
action, whether the irritation have .been conveyed to it from within or from 
without. The disease known as enteritis consists of inflammation involving 
all the structures and especially the muscular coat of the canal ; and by com- 
mon consent, inflammation of the mucous membrane alone is not meant, when 
the name enteritis is employed. A knowledge of these relations is of great 
importance in symptomatology ; because, first, the inflammation involving the 
peritoneum produces great tenderness on pressure; secondly, the inflammation 
of muscle produces paralysis, with interruption of peristaltic action and con- 
stipation; and thirdly, the inflammation of other mucous membranes teaches 
us that the primary effect may be suppressed secretion, but that this is soon 
replaced by increased and altered secretion, perhaps by effusion of blood— 
active hemorrhage. 
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DIVISION I.--DISEASES ATTENDED WITH CONSTIPATION. 


§ 1. Constipation.—Let us assume that the other indications of 
the general state of health do not point to any febrile disorder. 
The tongue indeed may be coated, and the appetite bad; but 
thirst is not urgent, the skin has no unnatural heat, and the pulse 
is quiet : any specialty of the urine must be considered separately. 
In this simple form the patient merely seeks a remedy for con- 
stipation of the bowels. We inquire into the condition of the 
stomach, and most commonly find some indication of dyspepsia ; 
and it may be a question which of the two is primary: we seek 
also for evidence of biliary derangement, knowing this secretion 
to be of paramount importance in aiding the expulsion of the 
feces. 

In such a case we derive much information from its history: 
the progress of the disorder has been gradual; the patient has 
had costive bowels for years, probably, before he has consulted 
any one on the subject; he has taken aperients, and then again 
has tried to do without. His habits next serve to point out the 
nature of the evil: he has perhaps led a sedentary or irregular 
life; and in addition to this, his food may have been either luxu- 
rious and over-stimulant, inducing plethora; or it may have been 
the reverse, and he has become anemic. Patients, too, as they 
consider themselves competent to manage their own bowels, have 
something else to complain of when they seek advice—headache, 
occasional colic, or congestion of the lower abdominal viscera, 
resulting in hemorrhoids, or in uterine hemorrhage or leucor- 
rheea. 

The two principal causes of constipation seem to be deficient 
secretion and want of peristaltic action: plethora rather points to 
the. former, general anzemia or atony to the latter. But in the 
end, as accumulation of feculent matter proceeds, the muscular 
fibres are necessarily stretched, and become incapable of contract- 
ing efficiently; the fluid portion is absorbed, and masses of hard 
impacted feces remain in'the bowels. Just as in other involun- 
tary muscles, the constant result of over-tension and imperfect 
power, is spasmodic and irregular action—colic, of which a very 
important variety has been mentioned as the effect of lead poison- 
ing: the symptom is the same, whether there be lead in the system 
or not; but the blue line indicating its presence ought in such 
circumstances always to be sought for (see Chap. VL, Div. L, § 8). 
A very important result of this imperfect action is, that the feces 
get impacted and indurated in the colon and rectum: this is fol- 
lowed by thin watery secretions, which find their way past the 
hardened mass, and lead the patient to imagine that he is suffering 
from diarrhoea, and to use astringents, which increase the disorder. 
The abdomen becomes tumid; dull percussion sound on the left 
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side and over the brim of the pelvis indicates the existence of accu- 
mulation; and when purgatives fail to act, it may be suspected that 
there is some physical impediment to its egress, and the case puts 
on the characters of obstruction. 


§ 2. Lnteritis—This disease is only distinguished from other 
forms of obstruction by the presence of fever; it is accomparied 
by inaction of the bowels after the administration of purgative 
medicine, pain of every variety of intensity, and vomiting, which 
is apt to become feculent or stercoraceous. 

A broad line of distinction can be traced between cases com- 
mencing suddenly without previous constipation, and those in 
which the attack is a mere aggravation of a pre-existing state. 
Colic has been mentioned as one of the results of habitual cos- 
tiveness ; but it is still more common when constipation is caused 
by some error in diet, or by some hardened mass unexpectedly 
interrupting the progress of the excrementitious matters, when 
the bowels had been acting regularly: it occurs as a spasmodic 
and grinding or twisting pain, which is not at first accompanied 
by tenderness, but, on the contrary, is relieved by pressure. This 
circumstance serves at once to distinguish it from that of peri- 
toneal inflammation: it is more liable to be confounded with the 
pain caused by the passage of a gall-stone (see Chap. XXIX., 
Div. I, § 5). By judicious treatment, the peristaltic action per- 
haps once more returns to regularity, the bowels are evacuated, 
and the patient is restored to health. But if the remedies fail, 
the pain is soon accompanied by tenderness, the spasmodic action 
ceases, and is followed by paralysis, in consequence of inflamma- 
tion ; febrile symptoms are developed, medicines are rejected by 
vomiting, and no action of the bowel takes place; the pain 1s 
more permanent, its exacerbations and intermissions are less 
marked ; in short, enteritis has supervened in consequence of the 
obstruction, and there is more or less of its accompanying peri- 
tonitis: in the further progress of the disease, the abdomen be- 
comes tense and tympanitic, the pulse small and thready, vomiting, 
which is partly stercoraceous, is followed by hiccup, and collapse, 
and death. 

These symptoms, however, may be developed without the pre- 
vious existence of anything resembling colic; tenderness may 
exist from the first, and the inflammation may have arisen with- 
out the intervention of any-obstructing cause; and then it has 
probably travelled from without, beginning in partial, local peri- 
tonitis, and obstruction only occurring as a consequence of the 
inflammation of the bowel. In both classes, the existence of the 
inflammation is shown by the permanence of pain, the presence of 
tenderness, and the febrile action ; the question as to what was the 
exciting cause is one of minor importance. Indeed, any history 
which seems to point to obstruction, and the prominent symptom 
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of inaction of the bowels, are both very apt to lead us away from 
the important fact of enteritis being really present. 


776) 


$ 8. Ileus and Intussusception—Physicians of the largest expe- 
rience and most comprehensive judgment have failed to deduce 
from the symptoms indications which can be regarded wholly 
trustworthy as to the nature of this disease. Its commencement 
is very analogous to the first form of enteritis just spoken of: the 
eolic is more severe: there is usually complete remission of pain 
for a while, which again returns with increased violence. In 
contrast to simple colic, the spasm is more regular in its recur- 
rence, there is less sensation of twisting and grinding, and more 
of a continued paroxysm, caused by the violent and energetic 
action of the muscular fibre to overcome the obstruction: the large 
coils of intestine may sometimes be felt rolling and turning over 
in the abdomen during its continuance. In the progress of the 
disease, when the bowel is inverted, paralysis of fibre induced by 
inflammation, acts as a further impediment, but primarily the 
obstacle is mechanical. 

As in enteritis, the cause of its occurrence may be the presence 
of some solid mass in the intestine: the symptoms of the two 
affections are, therefore, often intermingled together, and the suc- 
cess of treatment may depend on a discrimination of their coex- 
istence. In the first-mentioned form of enteritis, for example, a 
very limited amount of inflammation in the immediate proximity 
of the solid substance may give rise to manifest and characteristic 
evidence of some form of obstruction ; and yet, on the fact of the 
practitioner recognizing and obviating the slighter and _less- 
marked condition of local inflammation, may entirely rest the 
safety of his patient. 

Closely resembling intussusception are those cases in which 
the bowel is inclosed in a band of adhesion when at first there 
is no inflammation: the history may be simply that the bowels 
have not acted, that medicine has been taken without effect, that 
sickness has come on, and finally, that paroxysms of pain have 
recurred at intervals: or the order may be inverted, violent pain 
having first occurred, accompanied by vomiting from the com- 
mencement; and it is only discovered at a later period that the 
bowels will not act: or, again, the vomiting may be absent in 
either case for a considerable period. In all of them there is ultr- 
mately more or less of inflammation set up; and if the patient be 
not seen till then, hope may for a short time linger oyer the pos- 
sibility of relief following on the use of antiphlogistie measures, 
which is ently dissipated by the utter futility of the most judicious 
treatment. 


$4. Odstruction.—The rules of diagnosis are so obscure, that a 
large number of cases must be classed under this head, of which 
the only fact known is that the bowels obstinately refuse to act: 


. 
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but as in enteritis we found that very generally the attack com- 
menced either with colic or tenderness on pressure, in ileus that 
the stoppage occurred suddenly without previous derangement of 
bowels, so we find in this class that long-continued constipation 
has usually preceded the obstruction. Here we have clearly two 
possible states—a gradually diminishing calibre of the bowel, or 
a condition of extreme distension from long-standing accumula- 
tion and impaction—which are both quite different from those 
already referred to; but the mere fact of habitual constipation, 
although of great importance, does not necessarily indicate either 
condition; the habit may exist without the evil effect. In cases 
of obstruction we have the additional fact of the bowels being 
loaded with feculent matter: when no organic disease exists, this 
always occupies the lower end of the colon; when pressure from 
without is the cause of obstruction, the accumulation will also 
generally be found where the bowel is fixed near its outlet : stric- 
ture usually affects the rectum or the lower part of the colon. 
In some rare cases it happens that the narrowed portion is found 
high up, and then large accumulation cannot take place: in such 
instances, there is a great resemblance to ileus. 

In cases of obstruction, we derive much help from physical 
diagnosis. Having first learned the fact of constipation, we en- 
deaver, by palpation, to discover the position of the distended 
bowel; the pelvis must be explored in search of a tumor which 
might press on the canal from without; and, lastly, the rectum 
itself must be examined to determine the presence of impacted 
feces, or discover the position of stricture by digital examination, 
and the introduction of instruments. The exploration ought 
never to be omitted when the bowels are obstructed; and much 
light is always to be obtained from the simple, and it may be said 
necessary, employment of injections. When carefully performed, 
the amount of liquid that can be slowly injected into the canal 
may be said to be a direct measure of the extent of permeable 
intestine situated below the obstruction. In all cases in which it 
is towards the lower part of the bowels, vomiting, if prolonged 
or repeated, is apt to present a stercoraceous character. 


‘One or two points afford occasional aid in determining the position and 
character of the obstruction. If the point at which painis felt be also that 
at which we can trace the transition from a distended toa collapsed and empty 
state of the canal, we may feel pretty sure that this is the point of obstruc- 
tion; the condition of the colon, which through its whole extent is compara- 
tively fixed and immovable, especially demands examination with this view. 
Both symptoms, however, are apt to be indefinite—the pain extending over 
the whole abdomen—the relation of the distended portion to the rest of the 
intestine not to be recognized; and this is especially true when the small in- 
testine is affected. : cee 

A less trustworthy sign is derived from the urinary secretion, which is 
generally scanty when the obstruction is high up, and more abundant when it 
is situated lower down. This is very liable to be interfered with by other 
circumstances, such as the existence of fever. Still less reliance is to be 
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placed on the allegation that vomiting comes on earlier, and is more distress- 
ing when the obstruction is high up. 

Of the cases of sudden stoppage, it may be said in general terms, that 
about one-third are due to intussusception, one-third to some form of internal 
strangulation, and scarcely one-third to all other causes together. We incline 
to believe the cause of the obstruction to be invagination, if a little bloody 
mucus be passed by stool, if a sudden pain were felt before vomiting had 
been experienced, and when constipation had not been known to exist; we 
more readily assume that the gut is strangulated by a band of adhesion, if we 
can make out from the patient’s history that he has had an attack of abdo- 
minal inflammation at any previous period; in their subsequent progress the 
former is more frequently associated with inflammatory fever than the latter. 

By far the greater number of cases of gradual obstruction depend on stric- 
ture, too. frequently cancerous: it is scarcely necessary to allude to an 
appearance occasionally observed, that the feces have been for some time 
previously of small diameter, because in such a case the constriction of the 
bowel must be quite within the reach of physical examination. But, it may 
be observed, that a previous history of long-continued diarrhcea, with un- 
healthy discharges of pus, blood, &c., may suggest the probability of con- 
traction as a sequence of the ulcerative process at a higher portion of the 
canal, 

Enteritis has to be distinguished from peritonitis, with which in some cases 
it stands in very close relation: it is very apt to be simulated by calculous or 
- gouty nephralgia. The other forms of obstructive disease are more nearly 
allied to hernia; it is, indeed, sometimes an internal hernia, which is only 
irremediable in so far as it is removed from manual interference: great 
blame is justly due to the practitioner who omits examining every part 
where a hernia may possibly come within reach of relief in a case of ingupera- 
ble constipation. 


s 
. 


DIvIsIon II.—DISEASES ATTENDED WITH RELAXATION. 


§ 1. Diarrhea—We now come to those conditions of the in- 
testinal canal which are marked by excessive action of the bowels: 
they are chiefly dependent on the state of the mucous membrane, 
including in that term the whole secreting apparatus. The dis- 
orders of this class may be formed into several distinct groups, 
from a consideration of their history and attendant phenomena. 

a. With no heat of skin or quickness of pulse, we have (1) a 
history of previous constipation, when slight watery. discharges 
are taking place, in consequence of the irritation of the mucous 
membrane by the accumulation: (2), the ingestion of some un- 
healthy aliment, or of a larger quantity of food than the stomach 
can digest, which passes into the intestine in a crude condition. 
In both of these cases there is usually pain anda foul tongue; 
the action is a preservative one, by which nature seeks to expel 
the offending material, and, if opposed, dangerous inflammation 
and obstruction may result. (8) This reaction may have served 
to remove the cause of disturbance, and yet the diarrhcea may 
persist merely as an excessive secretion set up by the irritation 
and congestion of the membrane. (4) It may result from expo- 
sure to changes of temperature, producing changes analogous to 
the more common effects of cold on the bronchial membrane. Of 
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this kind seems to be that form of diarrhoea which is often pre- 
valent in summer when the tongue is coated, the stools dark, and 
there are griping pains in the abdomen. (5) The genuine summer 
cholera, on the other hand, is marked by copious, pale, watery 
evacuations, with a clean tongue, a cold skin, and no abdominal 
pain ; it is exactly like the choleraic diarrhoea, which attends the 
spread of epidemic cholera. (6) There is also a very well-marked 
form dependent on disorder of the liver and excessive secretion 
of bile, to which the name of bilious diarrhoea is not inappropri- 
ate; it is most commonly, however, associated with excesses in 
eating and drinking, and is consequently allied with the class of 
cases caused by indigestion. 

-b, When general symptoms are present they belong, in a large 
number of cases, to some other disease, of which diarrhcea is also 
only symptomatic. 

To determine this point we must refer to the modes of investi- 
gation and sources of information enumerated in treating of these 
diseases themselves; as.the most common we may mention con- 
tinued-tever with bowel-symptoms, tubercular diseases, and albu- 
minuria. In the two first it 1s always accompanied by ulceration, 
in the latter the secretion seems to be often vicarious of that of 
the kidney. 

c. Diarrhcea, with febrile symptoms which are not referable to 
any other disease, is more frequently seen in this country in child- 
hood than in adult life. Inflammation of the mucous membrane, 
with a tendency to ulceration, is the pathological condition which, 
in its fullest development, is only met with in dysentery. The 
tongue is coated, the pulse quick, the skin hot, with much thirst; 
the bowels continue for some days to act very many times, and 
the stoois soon become slimy and mixed with blood: among chil- 
dren there is very often prolapsus ani; then follow the appear- 
ances of putrid flesh and fetid puriform matter, corresponding to 
the analogous appearances in true dysentery. But the symptoms 
may stop short of this extreme condition, and then it is often 
hard to distinguish them from those of dental irritation ; there is 
nothing, indeed, to show that the latter may not pass into inflam- 


mation, and in infantile life it is a very frequent source of febrile 


diarrhoea.” 

_Again, we more frequently see the condition of membrane 
which is characterized by aphthe of the mouth and fauces in 
childhood, than we do in adult life, and among them the occa- 
sional presence of a similar condition at the anus, affords still 
further proof that the malady is not a local one. i 
_ d. Chronic diarrhcea is very often dependent on ulceration ; 
but we have abundant proof that it also sometimes persists for 
long periods without any indication of such a condition from the 
character of the stools. Many persons are subject to it from the 
most trivial causes. In childhood the complaint is often very 
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obstinate, and yet ultimately complete recovery proves that no 
structural change has occurred: in other instances it depends on 
disease of the mesenteric glands, and is only one form of its asso- 
ciation with tubercles in early life. 


§ 2. Dysentery—This disease, which was at one time much 
more common in our own country than it now is, still continues 
to be one of the most serious affections of tropical climates. It 
presents to us the most severe form of inflammation of the mucous 
membrane, tending to very extensive ulceration. 

In its pathological relations it is probably allied to acute diarrhoea with 
great ipritation: the instances are, perhaps, more numerous than we are aware 
of in which the local action predominates, and the fever is only symptomatic, 
though they be at present regarded as fever with bowel complication, except 
when symptoms arise which are more distinctly dysenteric. Such appear- 
ances can only be seen when the large intestine is the principal site of the dis; 
eased action, because, if it were confined to the upper part of the bowel, while 
the colon remained healthy, the secretions would be so changed in their pas- 
sage that the peculiar characters could not be observed ; and, indeed, this is 
in part true of dysentery-itself as affecting different portions of the colon. 
On the other hand, there are good reasons for regarding true dysentery as 
something quite distinct from affections of the small intestine in which febrile 
symptoms are present ; and, perhaps, as we have ceased to regard the ulcera- 
tion of the ileum as anything more than a symptom of common bowel-fever, 
we ought to regard the ulceration of the colon only as a symptom of another 
“fever ;” at all events, we find that, as in the one the ulceration seldom affects 
the colon, and then only in its upper end, so in the other, the ulceration seldom 
extends any distance from the colon into the small intestine. 


The chief symptom relied on in dysentery is the passing of 
bloody mucus with hardened scybalous masses of feculent matter ; 
but this is really the evidence of a mild attack, in which the lower 
part of the colon is alone involved. In the severer cases diarrhoea 
first comes on, emptying the whole of the large intestine; and 
only subsequently do bloody and mucous discharges, with tenes- 
mus, occur. Its commencement is generally sudden, with pain in 
the abdomen, in the hypogastrium, and perhaps especially on the 
left side: if the lower end of the colon only suffer, the feces from 
above are passed as scybala; glairy bloody mucus is discharged, 
which in a short time. becomes purulent and offensive, and as 
ulceration proceeds a greater amount of hemorrhage generally 
continues : tenesmus is always a distressing symptom, and is some- 
times conjoined with irritation of the bladder and the urethra. 
When the pyrexia is not very evident, it is of importance to 
ascertain that. the blood does not come from the rectum, where 
local’ disease may exist, either in the form of hemorrhoids, or as 
cancerous or fungoid growth. 

Chronic dysentery might almost be classed under ulceration, 
for under no other circumstances does ulceration proceed so far; 
but we have reason to regard it as a specific disease, as it gene- 
rally follows on an acute attack: the patient has probably been 
in a tropical climate, the bowels have since been always irregular, 


ee 
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the motions unhealthy, commonly mingled with pus or muco- 
purulent secretion, and often with blood. The disease, however, 
remains quiescent until something arouses it to fresh activity; 
some disorder of stomach, or exposure to cold or wet brings on 
a partially acute attack: or else, from the extensive disorganiza- 
tion which has occurred, enormous accumulations arise in the 
colon, which it is unable to propel: these cannot be effectually 
got rid of by the aid of remedies ; low, wasting, suppurative fever 
supervenes, with gradual exhaustion, or the diseased structure is 
attacked by low inflammation, terminating in a condition allied 
to sphacelus. 


_~ §3. Uleeration—Little can be said to elucidate this form of 


bowel ailment. We know it to exist in phthisis, and in continued 
fever: and in either case when there is irritability of the canal, 
with watery, unhealthy, and frequently fetid stools, and the tongue 
is glazed or aphthous, we have good grounds for concluding that 
ulceration is going on. We may, perhaps, also be justified in 
predicating it, when in other instances similar conditions persist, 
in spite of treatment, and we are unable to discover any other 
disorder of the abdominal viscera to account for their presence. 
It is not common as an idiopathic disease, and it may exist for 
long periods without giving rise to any distinct symptoms at all. 

Hemorrhage is b pian one of the most certain indications when it occurs 
spontaneously and in considerable quantity; the appearance of the blood, in 


some measure, aids in determining from what portion of the canal it comes, 
because its coloring matter is very readily acted on by the secretion of the 


* bowels, and can-only present a florid aspect when the point of its discharge 


is situated near the anus: the color is otherwise black, and hence the name of 
“melzna” has been given to this form of hemorrhage. Evacuations of similar 
character occur when the blood comes from the stomach, and the blackest 
and most pitchy evacuations are seen when this is their source. Hamateme- 
sis would of course determine that blood had been effused into the stomach 
itself, but, theugh 2 common consequence of its F esirg it is by no means 
essential, and must not be made the basis of an absolute rule in diagnosis. 
The presence of pus in the stools can only indicate ulceration low down in 
the canal: its quantity cannot be large unless the ulcerated surface be such 


"as is seen in dysentery, and its admixture with feculent matter must necessa- 
_Tily alter its characters and prevent its recogiition if it pass through an 


great length of the intestine. A red and glazed tongue, with a tendency 
the formation of aphthous crusts, has been before alluded to as indicating a 

state of the mucous membrane which is disposed to ulceration; it is 
seldom noticed, however, except in cases of phthisis or bowel-fever. 


Diy. ILL.—Disesses ATTENDED WITH ALTERED SECRETION. 
‘It might very fairly be argued that many cases of which con- 
wibpalion is x phoaiinont symptom, and all of those attended with 
diarrhcea, should be classed under this division. Our object, how- 


ever, is not pathological accuracy, but simplicity of arrangement, 
and we Reds noe Baas wille case in which either diarrhoea is . 


continually alternating with constipation, or the evacuations ex- 
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hibit special characters which show that some form of secretion 
is wanting or perverted. 


8 1. Disordered Bowels—This first subdivision must include by 
far the larger number of cases; we are yet far too ignorant of the 
special actions going on to attempt to classify them more accu- 
rately, and the only reason for their enumeration is, that the ques- 
tion of classification leads to investigating symptoms more closely, 
and thinking more clearly of the morbid actions present, and 
therefore tends to a more judicious selection of remedies. 

a. In childhood we often find a condition of mal-nutrition and 
anemia, with a ravenous appetite and unhealthy secretions, when 
the rectum is very generally loaded with ascarides: in such cases 
it used to be imagined that the worms were the cause of all the 
symptoms; it seems more probable that the true explanation is 
to be found in the faulty secretion of the canal affording a nisus 
for the development of the parasite. Whether the condition of 
the bowels be primary or secondary, it is of no importance to 
inquire, because it is invariably accompanied by symptoms of 
more general disorder, and these demand our attention and care 
quite as much as the local ailment. It is also quite a matter of 
accident whether there be diarrhcea or constipation at the time of 
examination, because, as a general rule, we shall find that neither 
condition is persistent, but that the child has been subject to one 
or other for some time. The chief difficulty presented is the close 
analogy of such cases to those of mesenteric disease: so little is 
known of the scrofulous element that we can scarcely form any 
correct diagnosis until the dry shrivelled skin and prominent 
belly leave us in no doubt: and our prognosis must be always 
guarded when any symptoms of scrofula have been marked in 
the child’s history. 

6. In other cases the evacuations present appearances more or 
less definitely indicating the secretion that is at fault. Thus we 
have the “chopped spinach” appearance of the stools in infancy, 
their excessively dark color, or the opposite in adult life, each 
pointing out that the biliary secretion is that to which attention 
should be paid: in other instances, undigested aliment, mixed with 
feculent matter, shows that the gastric juice is defective in quality, 
or insufficient in quantity: the lodgment of dark, offensive feces, 
again, which are got rid of by nature or art, from time to time, 
rather leads to the belief that the secretion in the bowels them 
selves is defective. 

We must not forget in this enumeration, the frothy, yeast-like 
motions which are occasionally passed, and seem to show that 
fermentation has taken the place of intestinal digestion, just as 
we found the same circumstance, when occurring in the stomach, 
indicated by vomiting of a similar character. Nor must we omit 
that rare condition which has been, with some reason, attributed 
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to disease of the pancreas—viz., the passage of fatty matter in a 
liquid state along with the feces, which floats on the surface of 
water, and consolidates with cold. 


Much may undoubtedly be learned from an inspection of the stools ; and no 
careful practitioner will omit it when treating a case in which there is a pos- 
sibility of disease of the abdominal viscera. In almost any of the cases just 
mentioned, the first complaint is very likely to be of a transient diarrhea, in 
consequence of the irritation which these matters excite; or, passing by the 
repeated alternations of constipation, the patient may only speak of being 
subject to diarrhea, and, until the excreta be seen, we may he ignorant of bis 
real state. It seems pretty certain that, when we find irregular action lasting 
for a considerable period, we may regard it as due to a fault in some of those 
secretions which serve to prepare the alimentary substances for the uses of 
the economy, and our chief object must be to detect and correct that fault: 

~ in the majority of instances this can only be done by ascertaining the charac- 
ter of the stools. 


§ 2. Tympanites—tThe presence of flatus in the abdomen, as it 
always results from any disorder of the bowels, would not deserve 
mention except that cases are occasionally seen in which this is 
the principal ailment. We search in vain for other direct evi- 
dence of faulty secretion ; and, éxcept that the bowels are usually 
sluggish, and the patient suffers much inconvenience from the dis- 
tension, the circumstance might be disregarded altogether. The 
cases do not present any great difficulty in diagnosis, but they are 
very troublesome to manage: the only point which we have to 
ascertain with care is, that the enlargement of the abdomen is 
not produced by some other cause, while the resonance is no more 
than that usually heard on percussing over the intestines when 
thus pushed forward. Such a combination of distension and Te- 
sonance, for example, may be observed when a small quantity of 
fluid exists low down in the peritoneum; and mistakes of this 
kind have been made when the distension was produced by en- 
largement of some of the pelvic viscera; ¢. g., the uterus or the 
bladder. 

A panitic condition exists, very generally, in peritonitis, both in its 
ets al cuvutie forms; it is also very common in bowelfever. Each of 

these diseases present symptoms which ought not to be overlooked and can- 
not be misunderstood; in them the distension is not caused so much by any 
abnormal condition of the secretions as by the loss of muscular power, which 
~ allows the flatus to accumulate: It is possible that a similar condition may 
_ have to do with the production of genuine tympanites, and that it may be in 
“part due to muscular paralysis: it seems, however, scarcely possible that it 
should exist to any great pier so this cause alone, and I think there can 
be no doubt, whether any othef disorder of the bowel mark its presence or 
~ not, that faulty secretion is an essential element. “The diagnosis of this con- 
_ dition of things rests, indeed, rather on negative than positive evidence; the 
- tympanitie distension may be proved, but in the further analysis of the case, 
we have to make out rather the absence of actual disease than the presence 
of any. pan, eo of which pathology can lay hold; hence, it is one in 
which we are very liable to error, and one which increasing knowledge may at 
some future period enable us to discard altogether from our nosology. 
difficulties are certainly not lessened by the circumstance that it is very often 
associated with hysteria. 


CHAPTER XXVIII. 
DISEASES OF THE PERITONEUM. 


$1. Acute Peritonitis—(a) Trawmatic—(b) Puerperal—(c) Idio- 
pathic(d@) Partial—§ 2. Chronic Peritonitis—Simple— Tuber- 
cular or Cancerous—§ 3. Morbid Growths in the Peritoneum. 


In speaking in general terms of the diseases of the peritoneum 
we might include all those occasions on which it bears a part in 
disease of the viscera which it incloses. It seems better, how- 
ever, to limit our attention to those conditions in which the mem- 
brane is principally or alone involved—the acute and chronic 
forms of inflammation; along with the latter the non-inflamma- 
tory exudations must be noticed, and the occasional association 
of ascites: a few remarks must also be made upon those tumors 
which, as they are unconnected with any particular organ, will 
not find a place in the succeeding pages of this volume. 


§ 1. Acute Peritonitis—The extent of the serous membrane 
lining the abdominal cavity is such that, when the inflammation 
pervades its whole surface, the symptoms are more severe than 
are met with in any other organ of the body; and at the same 
time its folds are’so numerous that the spread of the inflamma- 
tory action is liable to be checked by the adhesion of two con- 
tiguous portions in a way that is not met with in other serous 
membranes. We might, therefore, divide the cases into general 
and partial peritonitis; but, for the purposes of diagnosis, the for- 
mer must be again subdivided, as the history, the progress, and 
the symptoms are so dissimilar in the different forms, that they 
might almost be regarded as distinct diseases. 

a. Traumatic peritonitis—I can find no better name for that 
which arises suddenly, after rupture of some organ and escape of 
its contents into the abdomen; and this, whether occurring from 
external violence or not: it differs in no respect from the inflam- 
mation excited by a penetrating wound of the abdomen. It 
generally results from previous thinning of the membrane by dis- 
ease ; but on this point the history of the case is perhaps silent. 
Sometimes, indeed, we may learn that the individual has had 
heematemesis, or other symptoms of ulceration of the stomach, or 
the persistence of diarrhoea in phthisis, or in convalescence from 
fever, points to a similar condition of the small intestine. With- 
out any previous warning, the patient is suddenly seized with 
severe pain on making some unusual strain; we find great ten- 
derness and tension over the abdomen, extreme prostration, pro- 
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bably sickness and painful efforts at vomiting; the pulse is fee- 
ble, quick, and laboring; the skin becomes cold, and covered 
with perspiration; and he sinks rapidly. The state of collapse 
resembles cholera, but there is no evacuation from the bowels ; 
the mental faculties are clear, and therefore narcotic poisoning is 
exeluded, while both suppositions are opposed by the existence 
of extreme pain all over the abdomen; and, on the other hand, 
there is no irritation about the mouth and fauces to suggest the 
possibility of irritant poisoning. 

Perhaps we may obtain a history of a blow or a fall which may 
have ruptured the stomach or the liver, &¢.; death has been even 
known to result from a blow on the stomach without rupture, in 
which, from its suddenness, peritonitis can have had no share. 
Occasionally we meet with suppression of urine; and when the 
catheter is introduced, only a few drops of blood are evacuated, 
and then it is probable that the bladder has been ruptured by the 
accident. 

The symptoms are occasionally not quite so severe, because the 
effusion of the visceral contents has been, to a certain extent, 
limited by adhesions, and then the attack cannot be distinguished 
from idiopathic general, or partial peritonitis. 

b. Puerperal peritonitis presents the same features as the third 
form, of which we have yet to speak; it is only distinguished by 
its history in connection with childbirth, and demands separate 
notice, from the peculiar condition of the blood with which it is 
associated, and the different treatment which it consequently de- 
mands. 


On this point practical medicine has made great advances in late years: 
inflammation, which post-mortem examination reveals to have been of great 
extent and intensity, does not of necessity suggest the use of the lancet ; the 
correlative symptoms must be taken into account, both with reference to the 
previous exhaustion of labor, and the special characteristics of the disease in 
the individual case. It seems highly probable that two forms of puerperal peri- 
tonitis exist, of which the one corresponds to ordinary inflammation, being only 
modified by the previous exhaustion of a labor perhaps unusually severe; the 
other, by far the most common, is the result of suppurative changes in the 
blood, and presents analogies to erysipelas. It is worth remembering that, as 
erysipelas and its allied diseases occasionally put on an epidemic character, so 
also does puerperal fever ; and its frequent occurrence at any given time would 
tend to confirm a diagnosis drawn from the character of the symptoms, which 
are asthenic, and approximate those of suppurative fever. The pulse is very 
frequent and feeble, there is often diarrhcea, the tongue is not much coated, 
and more frequently raw and chapped, and even an aphthous state of the 
mouth and of the anus are recorded. The question of its propagation by 
contagion, which is now pretty generally acknowledged, may also serve to 
guide our opinion, because, if in the hands of the same practitioner another 
case of puerperal fever have recently occurred, there is good ground for sus- 
pecting that, through some means or other, the same blood-poison has been 


introduced. 


In a few cases the inflammation becomes limited to the uterus 
and its appendages, when the disease does not differ from cases 
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occurring in the non-parturient state, which we class as local peri- 
tonitis. 

c. Idiopathic peritonitis will give a very different history, ac- 
cording to the circumstances in which it occurs, and the causes 
on which it depevds. It may arise in a stout, healthy person, 
from exposure, or from injury; br, in the very opposite condi- 
tion, in one worn by fever or phthisis, when excited by extensive 
ulceration of the coats of the bowel, even when no rupture oc- 
curs. Its close connection with enteritis has been already men- 
tioned ; it is similarly allied to inflammation on the upper side 
of the diaphragm, sometimes preceding, sometimes following 
diaphragmatic pleurisy; it is often met with in uterine derange- 
ments apart from pregnancy, although then it is more generally 
local and limited. 

The best examples of its pure type will be found in cases 
which are believed to have been excited by exposure, when at 
least no other cause can be assigned, or those which have followed 
some mechanical violence, without rupture of any viscus. The 
leading symptom is pain and tenderness, which we know to be 
characteristic of inflammation of all serous membranes. Enough 
has been already said to show the necessity for caution in taking 
this symptom as our chief indication; but with due care we 
cannot be deceived in a case of general peritonitis. There is not 
only the complaint of pain, but the position of pain; the patient 
shrinks from pressure, and we learn more from the expression of 
pain by feature than by exclamation; but the eviderice is still 
more trustworthy which is obtained from the bending of the 
limbs, the motionless diaphragm, and the fixedness of the body. 
We must not rudely press on the abdomen; but its distended out- 
line and its tympanitic tension and tenderness show clearly that 
inflammation is going on beneath the surface. Besides this, there 
is the presence of fever, a quick pulse, a coated tongue, and a hot 
skin; often sickness, sometimes dysuria, and, if the mucous mem- 
brane be affected, the bowels may be relaxed; but more commonly 
there is constipation from a sort of paralysis of the muscular 
fibre, which also produces the tympanitic distension: even if the 
stools be watery, there is always a certain impediment to the free 
action of the bowels. 


Such may be regarded perhaps as an extreme case, and it may be alleged 
that there are others of a much milder form: at all events, in common par- 
lance many cases are spoken of as “inflammation” which do not come up to 
this type. The majority of these, when inflammation really exists, belong to 
the next division ; in a few, perhaps, from constitutional apathy, the evidence 
of suffering is less distinct ; but in a large number I think we must admit that 
errors in diagnosis are committed from taking a contracted view of the symp- 
toms, being contented with the observation of one or two, while the rest are 
forgotten or overlooked. Genuine cases of idiopathic peritonitis are certainly 
rare; and when there has been no injury, when there is no evidence of ante- 
cedent affection of the intestines, and the case does not belong to the puer- 
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peral form, the practitioner ought not hastily to come to the conclusion that 
he has so formidable a disease to deal with; at the same time, when the pa- 
tient is in fair health, the error of over-activity is perhaps the least dangerous. 


d. Partial peritonitis——During the incursion of an ordinary 
attack of peritonitis, the pain is frequently confined to one spot, 
where it may linger for a conSiderable period; and this is very 
generally the lower part of the abdomen: for a time the pulse is 
not particularly accelerated. These are cases in which it is due 
to some local cause, and from thence it may spread to the whole 
membrane, or may remain fixed at the spot where it originated, 
putting on a subacute type, and preserving a local character. 
Partial peritonitis is no doubt very often overlooked, and leaves 
traces of its existence in bands of adhesion, when no account of 
its history is obtained. The chief indication upon which we 
must rely is the existence of tenderness on pressure, accompanied 
by slight pyrexia. This serves to distinguish it from colic, and 
from the passage of a calculus, whether biliary or renal, the latter 
more especially imitating it in site: in them the pain greatly ex- 
ceeds the tenderness, and, indeed, is often relieved by pressure, 
while the pulse is slower than natural—slower at all events than 
we could imagine possible if the same amount of pain were due 
to inflammatory action, 

Partial peritonitis may be excited by ulceration of the bowels 
which does not proceed to an extreme degree, and has a conser- 
vative tendency to prevent perforation; this constantly happens 
in phthisis, when it may pass alogether unobserved. It is very 
often produced by some unusual irritation within the bowel, 
‘such, for example, as the lodgment of undigested substances 
about the ceecum ; and these cases very frequently pass into sup- 
puration. Sometimes the puerperal inflammation is thus limited 
to the neighborhood of the uterus, and pus may be ultimately 
discharged by the rectum or vagina, or the uterus and its appen- 
dages may become matted together and adherent to surrounding 
parts. It is not uncommon in women who are subject to irregu- 
lar menstruation, especially when attended by uterine irritation ; 
but with them the disease seldom terminates in suppuration. 

When the inflammation is of any notable extent, or when the 
rest of the membrane is in any degree irritated by the persistence 
of the local action, we generally find some expression of tender- 
ness in the posture of the patient besides what is observed on 
pressure; dysuria, too, is a very common symptom in those 
attacks which are seated in the pelvis. As the disease advances, 
considerable infiltration of the surrounding tissues takes place, 
and local swelling may be observed, at first deep-seated, but very 
soon involving the parietes, which become hard and painful over 
the seat of inflammation, in preparation, as it were, for the occur- 
rence of suppuration. . 
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In enteritis we have a set of symptoms which, without reaching the same 
intensity as general peritonitis, have a character very similar to those of 
partial peritonitis, only with more decided constipation, more constant vomit- 
ing; and it is really of uo consequence whether we can discriminate between 
the two, or can say, when both exist together, which is the more prominent. 

In fever, again, it is of importance that the existence of the blood-disease 
should not be lost sight of in regard to treatment, and if in the early stage 
there be pain of the bowels, with tympanites and tenderness, the diagnosis re- 
quires care. Two facts we may remember, first, that in fever the symptoms 
which are called febrile, the hot skin, quick pulse, &c., predominate, and are 
out of proportion to the local sign of tenderness; second, that the bowels 
are relaxed, with borborygmi or meteorismus in fever, while such a circum- 
stance is much less common in peritonitis, and is always attended with aggra- 
vation of the pain; fever spots on the abdomen would of course remove any 
doubt. In advanced fever genuine peritonitis very often comes on either with 
or without rupture of the intestine; in its treatment regard must be had to 
the previous existence of blood-disease. 


§ 2. Chronic Peritonitis—Two forms of this disease are recog- 
nized. a. The acute attack runs on into a chronic form. 06. An 
insidious disease arises without acute symptoms, which is most 
commonly associated with a tubercular or a cancerous diathesis. 

a. The suppurative stage of partial peritonitis, as it may con- 
tinue for a lengthened period, might be regarded as an instance 
of chronic disease: the condition, however, which we wish to dis- 
tinguish by this name, is one in which the acute symptoms have 
entirely subsided. The patient, perhaps, continues liable to uneasi- 
ness in some particular part of the abdomen, which, on examina- 
tion, is found to be harder than natural; occasional exacerbations 
occur, and after a long interval, during one of these accessions of 
fever, the case terminates in suppuration, the matter either finding 
vent outwards, or exciting general peritonitis and blood-poisoning. 
In other cases the inflammation has been more general, the bowels 
have contracted adhesions, and the patient is subject to constant 
irritation, both in the interior of the canal and in the peritoneum 
itself; there is almost constant tenderness, and at length suppu- 
rative inflammation supervenes, or ascites is developed, or the 
action of the bowels is so seriously interrupted that the patient 
sinks from mere inanition. 

If the history of such cases be sufficiently distinct, the difficulty 
of diagnosis is not great; but there is generally little trustworthy 
information to be obtained beyond the fact that there has been at 
no very great distance of time a severe illness with much pain 
in the abdomen; and when with this there is abiding tenderness, 
with some acceleration of pulse, and.some tendency to constipa- 
tion; when the general outline of the abdomen is full and rather 
tense and tympanitic; if there be, on the one hand, hardness felt 
in a particular spot, or, on the other, serous effusion found in the 
cavity of the peritoneum—the diagnosis may be regarded as 
pretty certain. The greatest chance of error is when hardness is 
felt, because such a circumstance might be caused by fecal accu- 


CHRONIC PERITONITIS-; 857 


mulation. But when neither hardness is felt nor fluid detected, 
there will be a considerable resemblance to cases of ulceration of 
the bowels: in them, however, diarrhoea is generally present, 
while in chronic peritonitis the bowels are irregular, and rather 
incline to constipation. 


In speaking of ascites, reference was made to its occasionally resulting 
from chronic peritonitis; but it was then observed that really this is not by 
any means its common cause. It is true that along with the thickened cap- 
sule of the liver there is often found a certain thickening of the peritoneal 
membrane, and possibly this condition may have a clinical history of inflam- 
mation which we have overlooked ; but, except there be the evidence of adhe- 
sions, it seems a misappropriation of language to call this pathological state by 
a name which implies the existence of a disease of which during life we have 
no proof whatever. Chronic peritonitis, in so far as it can be traced at the bed- 
side, always gives rise to adhesions; and for this reason the ascites which 
occasionally supervenes very generally presents characters of much interest, 
which tend more or less to obscure its diagnosis. The relations of the fluid 
to the intestine are changed, they no longer obey the laws of gravitation, but 
either a portion of intestine, which is specifically lighter, is tied down, so that 
it cannot rise to the surface of the fluid, or the whole of the fluid is so hemmed 
in by adhesions that it cannot reach the most depending situation, although 
itself Specifically heavier. In using the term ascites in this way it must be 
understood that such an accumulation of fluid is meant as really becomes of 
itself a source of inconvenience or of danger to the patient: for, though the 
peritoneal membrane in its inflammations contrasts very remarkably with the 
pleura in regard to effusion, yet a small quantity of turbid serum, mixed with 
flakes of lymph, or of fluid closely resembling pus, may be found in most cases 
both of acute and chronic peritonitis. Ascites never occurs as the immediate 
effect of acute peritonitis. 


b. In the second form the symptoms come on so. insidiously 
that there is generally no complaint of illness till the disease is 
fully developed; and were it otherwise, the indications of what is 
going on are not sufficiently distinct to be relied on, When the 
patient is first seen there is generally a persistent acceleration of 
the pulse, with a certain amount of emaciation and loss of strength; 
the bowels act irregularly, and the motions are often unhealthy 
and offensive: sometimes, however, this symptom is wanting; he 
complains of deep-seated pain or uneasiness, with a feeling of ten- 
sion or fulness of the abdomen. Placed on his back in bed, the 
abdomen is still full; and though the extreme tension and tender- 
ness of acute peritonitis be wanting, yet pressure causes uneasi- 
ness, and the parietes have a feeling of hardness which is extremely 
different from the elasticity of health: when the disease is much 
advanced, the fulness of the belly contrasts very strikingly with 
the emaciation over the ribs and pelvis. This fulness, it must be 
remembered, is not like that produced by ascites, for it scarcely 
exceeds in the erect posture that which is constantly found in 
health, and it is only when the patient is lying down that the 
difference strikes the eye: any doubt as to whether it be depend- 
ent on an accumulation of fluid is immediately set at rest by per- 
cussion; the abdomen is universally resonant, and any indications 
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of fluid are scanty and limited. The pathological condition in 
these cases sufficiently accounts for the symptoms to which we 
have just referred. The peritoneal membrane is studded with 
morbid growths, tubercular, scrofulous, or cancerous, and the 
intestines are glued together by adhesions; they are consequently 
distended with gas which they are unable to expel, and they can- 
not glide on each other in change of position, so that the parietes 
do not retract as the patient lies on his back. 


In further attempting to analyze these forms of peritonitis, we may be 
guided by the following general considerations. The tubercular occurs espe- 
cially in the period of youth, it is associated with a particular diathesis, and, 
like tubercular attacks in general, is apt to supervene upon measles or other 
diseases of infancy, as well as upon exposure, bad living, &c. It is attended 
with emaciation, quick pulse, irregular bowels, and the signs of hectic rather 
than of inflammatory fever: the skin of the abdomen has a remarkably harsh, 
dry feeling, and some reliance may be placed upon a sensation as if the mus- 
cles could be moved over the hardened peritoneum beneath. But, however 
distinct in its full development, its earlier stages can only be guessed at. 

The cancerous form, again, occurs chiefly after middle age. Perhaps the 
face has acquired the sallow hue of malignant disease, and there is generally 
considerable emaciation: with care, some indication of fluid may be found. 
The tenderness is not so great as in other cases, and the distinctive character 
of the disease may sometimes be made out, when, by gentle and yet firm 
pressure, the rounded nodules of cancer are felt under the muscles of the 
parietes. 


» 


§ 38. Morbid Growths in the Cavity of the Peritoneum—In the 
two forms of chronic peritonitis just detailed, the peritoneum 
itself is the seat of the tubercle and the cancer: we have now to 
speak of the same morbid material when deposited in the glands, 
the mesentery, and the omentum. Early diagnosis seems almost 
impossible: until the tumor has become sensible to the touch, or 
has excited inflammation, we are in great measure ignorant of 
its existence; we have not even the indication of uneasiness or 
tenderness to guide us; before the appearance of the concomitant 
inflammation. It is true that they occasionally interfere with, or 
press upon, some nervous trunk, and anomalous neuralgic pains 
may be complained of in the scrotum or in the leg; but this can 
hardly rank as a symptom. 

The patient presents a cachectic and emaciated appearance, 
while his appetite continues good, and the process of digestion 
seems little interfered with; the pulse is more apt to be accele- 
rated when the disease is scrofulous than when malignant, and 
is always small and weak; the stools are very often unhealthy, 
especially when the morbid deposit is situated in the mesentery ; 
but mio distinct characters can be assigned to them. The com- 
plaint may be simply of weakness and emaciation, or of sensations 
of uneasiness or pain in the abdomen, or of anomalous neuralgia, 
We search for evidence of the existence of any wasting disease, 
and by the process of exclusion we are convinced it must be 
situated in the abdomen; in scrofulous children we suspect the 
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presence of tabes mesenterica; in adults we may be quite unable 
to form an opinion of its nature. After a time the belly is either 
tumid and hard, with nodules of greater or less size, perceptible 
on thrusting the points of the fingers deeply among the bowels; 
or it is shrivelled and shrunken, and hard masses are readily to 
be felt quite superficially. In the former there is probably some 
peritoneal inflammation and effusion, and it requires some care in 
making the examination to discriminate enlargements of the liver 
or spleen in the altered positions they sometimes assume. In the 
latter there may be some difficulty in distinguishing morbid 
growths from masses of hardened feces. 

Greater mistakes, however, are much more likely to be made 
on the other side, when complaints of what seem to be only func- 
tional derangements of the stomach and bowels lead us away from 
considering the possibility of such a serious malady; or when, if 
the idea be suggested, and an examination instituted, the dis- 
covery of nothing to confirm the suspicion throws us back again 
on the idea of functional disturbance, till progressive emaciation 
and final exhaustion of the powers of life prove that there was 
something real in the hypothesis. ‘ 

‘The largest growths of the kind referred to are those which 
take place in the omentum when occupied by encephaloid, and 
especially colloid cancer: they are more likely to be mistaken 
for enlargement of the liver or spleen than any others. Next in 
size are encephaloid masses in the mesentery: those which are 
most apt to escape detection are such as take their rise in the 
glands close to the spine. Mesenteric disease tends more than 
any other to excite inflammation and exudation into the perito- 
neum. It seems scarcely necessary to add that scrofulous deposits 
are more common during the period of growth, and that malig- 
nant diseases usually occur after middle life. 
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CHAPTER XXIX. 
DISEASES OF THE LIVER, SPLEEN, AND PANCREAS. 


Drv. L:—Diseases of the Liver—Obscurity of Symptoms—§ 1. In- 
flammation— Congestion—Abscess—§ 2. Hnlargement—Non-ma- 
lignant—from Morbid Growth—§ 8. Cirrhosis—§ 4. Jaundice— 
Functional Disorder—§ 5. Gall-stones. 

Div. I1.—Diseases of the Spleen—Change of Structure—LEnlarge- 
ment. 

Diy. Il].— Diseases of the Pancreas—Scirrhus. 


Division J.—DISEASES OF THE LIVER. 


Tuts subject is as yet beset with difficulties; we are only now beginning to 
learn from pathological research the meaning of terms which have been in 
common use, such as ‘“‘nutmeg-liver,” “cirrhosis,” &c.; we have but little 
knowledge of what changes are due to inflammation, what to depraved nutri- 
tion; and therefore cannot speak with certainty of the indications which might 
show that such a change was going forward; as a necessary consequence, we 
are in great ignorance regarding its functional disorders, because we cannot 
discriminate the symptoms which portend the commencement of some grave 
malady from those of transient disorder. 

Another difficulty meets us on the very threshold of our inquiry into the 
diagnosis of its diseases, viz., that it is exceedingly difficult to separate the 
symptoms due to disorder of the liver from those of other portions of the 
digestive apparatus. Covered in great measure by the ribs, there are no aus- 
cultatory phenomena to aid our investigation, except on the single question of 
its size ; and placed at the very summit of the intestinal canal, and yet below 
the valve of the pylorus, the state of its secretion cannot be accurately ascer- 
tained, either by examining the feces, or by exciting the act of vomiting. Half 
the minor ailments of life are attributed by persons unacquainted with medi- 
cine to “biliousness,’”’ while the accomplished physician is almost unable to 
say what it is to be “bilious.” Let us hope that the progress of analytical 
chemistry may ere long throw some light upon this obscurity, and discover 
some ready means to indicate at least the more marked changes, which we 
are quite sure the secretion must undergo. 


A patient says that he is “bilious;” what does he mean? It 
is quite true that he often applies the term to a variety of states 
which we know have nothing in common; but there must be 
some general type, to which they all, more or less, approximate— 
there is something which we may rationally call by that name. 
The symptoms are analogous to those which we have mentioned 
as characterizing a fit of indigestion, but they are more marked 
and persistent; and though in many cases first excited by an in- 
discretion in eating or drinking, yet this antecedent may be 
wanting, and the lasting headache and discomfort cannot be 
merely the effect of sympathy with disordered stomach; there 
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must be some material in the circulating medium which ought 
not to be there; and its frequent association with sense of weight 
in the right hypochondrium, and pain in the right shoulder, war- 
rant the ideathat the fault is in the eliminating process of the 
liver. The stools are often disordered, sometimes paler than 
natural, sometimes darker, leading to the belief that the bile is 
deficient, or perverted. The general notion of biliousness seems 
to be natisea, loss of appetite, headache, foul tongue, probably 
thirst, and disordered bowels: hence we find patients in the early 
stage of fever, in certain conditions of phthisis, in erratic gout, 
and very often in the simple functional disorders of stomach and 
bowels, imagining that this is the explanation of their sensations. 
In another form of disease the analogy is much more real; we 
know that delirium tremens, and disorder of the liver, are both 
brought on by habits of dissipation; and it may be admitted that 
a patient is not far wrong who calls himself “bilious;” while his 
white, moist, tremulous tongue, shaky hand, and sleepless eye 
point him out as being on the verge of an attack of delirium 4 
potu. It is more especially that form of the disease which has 
been designated delirium ebriosorum, the delirium following on 
a debauch, that is ushered in by a fit of biliousness. 

The statement, therefore, of the patient, that he is bilious, or 
subject to bilious attacks, must first be analyzed, so far as possi- 
ble, to ascertain what are his actual sensations; and from these 
we attempt to form a judgment whether the liver be really at 
fault or not. In the history of the case we can seldom trace, 
with any distinctness, the duration of the illness; because, in this 
country, at least, attacks of a really acute type are seldom seen, 
and the sensations in others are not very definite in their relation 
to this organ. Under all circumstances, the period during which 
the patient has been conscious of derangement of health, while it 
may point to some change occurring at the time, cannot be re- 
garded as the necessary commencement of the disease under which 
he may be laboring. 


§ 1. Inflammation.— Congestion —Abscess.—Hepatitis, which 
occurs with such frequency in tropical climates, is usually asso- 
ciated among ourselves with injury to the side, or with circum- 
stances giving rise to secondary suppuration; very rarely, indeed, 
does any case present itself in which some such antecedent cannot 
be traced, for its association with chronic dysentery or intestinal 
ulceration is, no doubt, a phenomenon of the same kind. The 
sensations of the patient refer to pain or sense of weight on the 
right side—perhaps with coincident pain in the right shoulder: 
we observe some indications of febrile disturbance, the tongue, 
especially being thickly coated, and the urine loaded with pink 
or lateritious sediments: perhaps a faint bronzing of the skin, 
with yellowness of the eyes, exists as a condition of partial jaun- 
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dice. By means of palpation and percussion, fulness, tension, and 
tenderness in the right hypochondrium can be made out, along 
with dulness extending some way below the ribs. The patient 
usually lies on his back, and complains of a senseof dragging, 
or of actual pain in the right side, if he turn on the left; vomit- 
ing, hiccup, or cough may be caused by the extension of the 
inflammation to adjoining organs; and frequently pain is excited 
on deep inspiration, by the pressure of the diaphragm on the liver 
and the partial movement of its inflamed surface, which is its 
most sensitive part, against adjoining viscera. It is almost unne- 
cessary to remind the student that an examination of the chest 
must always be made in such cases, because the whole of these 
symptoms, even the jaundice itself, may be caused by an attack of 
pleuro-pneumonia on the right side. 


In congestion, the symptoms by which our attention is called to the liver 
as the seat of disorder, are not unlike those present in inflammation; the chief 
difference is the absence of pyrexia: in the hypochondriac region there may 
be uneasiness, but seldom anything more; pain is more constant in the right 
shoulder, and not unfrequent in the right iliac region: tenderness is only ren- 
dered perceptible by pushing the fingers deeply under the ribs; and as there 
is no peritoneal inflammation, there can be comparatively no irritation of ad- 
joining organs. They are still more distinguished by their causes, those 
exciting hepatitis being comparatively few, while congestion may be produced 
either as a passive state by obstructed circulation, or as an active one by 
excesses in eating, and especially in drinking, exposure to cold, or inflamma- 
tion of the lungs and pleura. 

Considering merely the results of pathological research, we may be disposed 
to believe that congestion really in many cases passes into inflammation, and 
that the existence of cirrhosis, for example, proves that at one time or other, 
perhaps on several occasions, this has been the case: clinically, however, we 
have not the means of recognizing it; and, except, in the more marked in- 
stances, we must be content with the observation that the liver is large and 
tender, whether that be an effect of congestion only, or, more properly, of a 
form of inflammation. 


Abscess of the liver is acknowledged as a very frequent result 
of true hepatitis. It appears either as a single cavity filled with 
pus, or as a number of smaller abscesses; the former is the case 
chiefly when the inflammation is caused by injury, the latter is 
the form always presented, when the liver has been the seat of 
secondary suppuration; but it also occurs when no such explana- 
tion of the hepatitis can be offered. Obscure as are the early 
symptoms, it is still more difficult to say with any degree of cer- 
tainty that suppuration has taken place, except when the matter 
is in a large cyst, and comes near the surface. We have in gene- 
ral only the two facts clearly before us of tenderness and enlarge- 
ment of the liver, and of the recurrence of rigor: but there are 
so many other circumstances which: might occasion these two 
symptoms, and the whole phenomena of the case are so complex 
that any definite conclusion is not easily arrived at. One point 
is perhaps deserving of especial notice, that the general disturb- 
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ance may be very much less than could have been anticipated, 
while such a condition existed: the tongue may be tolerably 
clean, the skin clear and free from jaundice, and the stools may 
be tolerably healthy, which is not what we.should have expected 
@ priort, in suppuration of the liver. 

Another form in which a similar train of symptoms is presented 
is when suppuration occurs within an hydatid cyst, which is one 
of the common causes of enlargement of the organ: its existence 
is sometimes made out without difficulty; in other instances we 
cannot feel any confidence in the diagnosis. The recurrence of rigor 
and the symptoms of hectic are among the circumstances most 
distinctly pointing to suppuration; and these must be weighed 
with the signs of the presence of a cyst, or in a still more general 
manner, with the evidence of enlargement: in all such cases an 
Opinion must be pronounced with much hesitation. 


Diagnosis in all these cases must depend in great measure on knowledge 
of the antecedent circumstances, and readiness in perceiving the relation 
which they have to the condition of the liver. And while this knowledge 
will aid-in preserving us from overlooking symptoms more directly traceable 
to that viscus, among the complex group which some of these cases present, 
it will also prevent our assuming congestion or inflammation of the liver as 
an explanation of an obscure case, when its exciting causes cannot be traced; 
moreover, such an assumption is not warranted, unless manifest enlargement 
can also be made out; but yet enlargement is not of itself to be taken as 
evidence of inflammation. Under all circumstances, such cases require 
careful analysis of symptoms, and cautious exercise of judgment, before ven- 
turing to pronounce a diagnosis; and the opinion must always be liable to 
modification by subsequent events. 


§ 2. Hnlargement.— Besides the congestive or inflammatory in- 
crease of size which is transitory, pathology recognizes several 
forms which are more or less permanent: certain varieties of 
nutmeg-liver: fatty degeneration, including that which is now 
called lardaceous; and also enlargement arising from the pre- 
sence of cancerous growth and of hydatid cysts. ‘To us the only 
question of importance is, are there any diagnostic signs by 
which these conditions may be discovered during life? : 

_ The history of the case is necessarily entirely silent as to their 
origin; it is impossible that any date can be assigned for their 
commencement; very generally, too, there is scarcely any account 
of symptoms particularly calling attention to the liver until the 
disease has reached a pretty advanced stage; there may have 
been jaundice, but much more frequently this sign is wanting. 
Persisting disorder of stomach and bowels, attended with any 
sensation of discomfort, should lead to a physical examination of 
the abdomen; by percussion it is not difficult to detect any ex- 
tension of dulness below the edges of the ribs. By examination 
of the chest, it may be ascertained that the liver is not pushed 
down by fluid from above: and careful palpation determines 
whether its edge be even or irregular, its surface smooth, pro- 
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jecting, or knobbed. The coexistence of phthisis or scrofula 
would suggest its being possibly fatty or lardaceous; a condition 
occasionally brought about in childhood, also, as is alleged, by 
over-feeding: luxurious living and over-stimulation of the organ 
might lead us to conceive that it would have the “nutmeg” aspect 
from hypertrophy of the secreting apparatus: the existence else- 
where of medullary cancer would cause a suspicion of this form 
of disease; while any obstruction to the circulation might render — 
it probable that it was merely in a condition of passive conges- 
tion. 

By careful examination we can generally say whether the dis- 
ease have the character of enlargement or of morbid growth, just 
in so far as the organ retains its normal shape and is simply 
hypertrophied, or has acquired any unnatural form. Exceptions 
to this rule will be found in cases where the foreign growth is 
limited to the upper and back part of the liver, when the lower 
edge is pushed forward and downward, very much as if it were 
displaced by pressure above the diaphragm: in such a case we 
may possibly obtain some clue to the true explanation from the 
pleura or lung-structure being irritated by pressure; but, as a 
general rule, this does not occur unless there be a tendency to 
suppuration and ulcerative action, when it seems to be provided 
as a means of protection against extravasation into the perito- 
neum. 

The enlargement of interstitial deposit, whether merely the consequence of 
constant and repeated congestion, active or passive, or of some more distinctly 
morbid action, as seen in fatty and lardaceous degeneration, has a tendency 
to cause a thickening and rounding of the edge of the liver, while its general 
contour is unaltered; and when this can be made out, it also affords direct 
evidence that the organ is not simply displaced downwards. In the existence 
of morbid growth, if the surface or the edge of the organ be at all irregular— 
if several prominences be perceptible, there can be no doubt of its cancerous 
nature ; but if, as sometimes happens, only one rounded eminence be felt, or 
the impression be that one lobe only is enlarged, the question will naturally 
arise whether it may not be a serous cyst, which we know to be a common 
form of morbid growth in this organ. Occasionally, the sense of fluctuation 
is so distinct, that there can be no doubt of the presence of fluid; but very 
often, owing to the thickness of the parietes and the depth from the surface, 
it is almost impossible to distinguish the elasticity of soft medullary cancer 
from the fluctuation of a cyst imbedded in such a solid structure as the liver; 
in cases of doubt, an exploratory puncture may be made with a grooved 
needle. It is well to bear in mind, however, that an enlarged gall-bladder has 
been mistaken for a serous cyst: its relation to the edge of the liver which 
can be felt, if felt at all, unaltered in form and above the fiuctuating tumor, 
should prevent such an error. ‘ 

The occurrence of jaundice in any of these cases is in great measure acci- 
dental: it is not the destruction of the tissue of the gland which causes the 
discoloration of the skin in cases in which it occurs, but the obstruction of a 
duct proceeding from a still healthy secreting structure. 


§ 8. Cirrhosis—Under this head it is convenient to include all 
the forms of atrophy of the liver met ‘with in the living body, as 
we have no means of distinguishing them one from another. 
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_As an enlargement, the history fails in pointing out when 
cirrhosis commenced, and there is little to be remarked in the 
antecedent circumstances, except when along with an account of 
dyspeptic attacks we are informed of previous habits of dissipa- 
tion: gin-drinking being known as one of the most common 
causes of hob-nail liver. There may have been jaundice at an 
earlier period, and even in the advanced stages there is often a 
. degree of yellowness of the sclerotic; perhaps some illness is 
reported which may seem to have had the characters of an attack 
of inflammation, but this isnot common. Our attention is very 
often not called to it until peritoneal effusion has caused the 
abdomen to swell; and in a large proportion of instances in which 
ascites has been gradually developed, and there has been no 
illness to arrest the patient’s attention, until the feeling of tight- 
ness round the stomach or shortness of breathing leads him to 
complain, the direct cause of the effusion is the presence of cir- 
rhosis. In his general aspect the patient usually presents a certain 
degree of sallowness of skin, and he is always more or less ema- 
ciated ; the face especially becomes thinner in this disease than 
in phthisis or cancer, and sometimes the bones stand out with 
frightful distinctness. ; 
On examining the right hypochondrium, the liver is found to 
be entirely beyond the reach of the fingers, and percussion shows 
that while on the one hand the ordinary extent of liver dulness 
has been diminished in the direction of the umbilicus and ilium, 
it also does not ascend so high as usual in the chest, in short, that 
the organ has shrunk in every direction. 
Another form of disease in which the liver loses bulk is what 
has received the name of yellow atrophy: it is invariably accom- 
panied by jaundice, and this symptom, in fact, affords the only 
indication of its existence. 
Occasionally, in scirrhus, the actual size of the organ is dimi- 
nished, the natural structure, which is destroyed by the disease, 
not being replaced, as in the medullary forms of cancer, by mor- 
bid growth in equal or greater amount. It would be vain to 
attempt to give any rules for diagnosis in such cases: sometimes, 
~ however, there is pain, and very often there is jaundice, and these 
are not met with in cirrhosis; at the same time the disease is one 
of slow progress, and attended with diminution of size: the hypo- 
thesis of scirrhus would then be at least admissible. 


§ 4. Jaundice. 


In the present state of pathology we must be content to admit this name 
into our classification, although it be but a symptom; for it is one not only 
known to be dependent on various forms of lesion, but it is also one of which 
very frequently during life, and occasionally even after death, we cannot deter- 
mine the exact cause. It is prqbable that in all cases of jaundice some change 
has really occurred in the liver, the gall-bladder, or the ducts; but even this 
has been denied: progressive knowledge may ultimately enable us to assign its 
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true cause, but at present the name is a convenient one for grouping together 
cases which cannot be included in any other class from our ignorance of their 
true nature, while they present this common feature. T'o adopt the name of 
functional disturbance without advancing in any way our real knowledge, 
would only deprive us of the advantage which the prominence of the symptom 
affords. 

Distinct and unmistakable, however, as it would seem to be, an inexperi- 
enced person may be deceived. A patient who has it only in slight degree is 
quite surprised when told that he has jaundice; the greenish hue of chlorosis, 
or the sallow earthy aspect of malignant disease, or the yellowness of the skin 
in pyzmia, are all apt to be called jaundice. Its clearest indication is to be 
found in the sclerotic coat of the eve, which presents in the chlorotic or ma- 
lignant condition a pearly or bluish lustre; in pyemia it is unchanged, unless 
jaundice be present. However slight the tinge of the skin generally—and in 
dark persons it very often has only an appearance of bronzing—in the scle- 
rotic the yellow tinge is invariably seen. 


The circumstances which have preceded its occurrence chiefly 

indicate whether it has been brought on by mental emotion, fright, 
&c., or whether there has been any paroxysm of pain, possibly 
indicating the presence of a gall-stone obstructing the duct; pain, 
however, is not essential to the diagnosis of gall-stone. The exa- 
mination of the liver may prove it to be associated with conges- 
tion, enlargement, or contraction: and as an aid to diagnosis it 
has been remarked that the very deep shades of color, tending to 
a greenish brown, are usually associated with malignant disease, 
that the yellower shades are more commonly functional, while 
slight bronzing is often seen in its inflammatory or congestive 
states. Such general inferences must not be too much relied 
upon. 
_ The liver may be decidedly shrunken and small; and in the 
absence of symptoms to show that there was any other cause, we 
may suspect the existence of yellow atrophy. I am not aware 
that there is any direct evidence by which it can be proved: it 
presents little difference from the jaundice dependent on func- 
tional causes, except in the severity of its symptoms; the skin 
becomes intensely yellow, the brain is affected by blood-poisoning, 
and the disease is rapidly fatal from this cause; it is by some 
classed among the acute diseases of the liver, for this reason, 
although the very fact of its being a form of atrophy seems op- 
posed to such an idea. Cirrhosis never of itself gives rise to 
Jaundice: cancer, wjth shrinking of the organ, very commonly 
leads to obliteration of some duct, and the eftect of this will be 
the existence of jaundice of very dark or green color. 

When the organ is enlarged merély by congestion, the slighter 
shades of jaundice are occasionally seen: when it has become 
absolutely increased in bulk by interstitial deposit, the occurrence 
of jaundice must be due to some extraneous circumstance: when 
it is enlarged by morbid growth, the presence or absence of jaun- 
dice depends on the position of the abnormal structure, whether 
it be so situated as to obstruct any of the ducts. In the jaundice 
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of malignant disease the irregular form of the organ sufficiently 
explains its origin. : 

With the causes of the emotional and functional forms of jaun: 
dice we are very little acquainted, except when it is produced by 
the displacement of a gall-stone: still we cannot withhold our 
belief that such causes act in some unexplained manner; and the 
difficulty of the explanation is all the greater in that it does not 
appear that mere suppression of the function can account for the 
presence of the yellow color. 


The condition of the heart, and of the right side of the chest, must each 
be ascertained in cases of jaundice, because of their association with conges- 
tion of the liver. The feces in the early stage almost always indicate by their 
paleness a deficiency of bile, while the urine receives a dark porter color from 
the bile passing out of the system by this channel. It is generally to be 
regarded as a favorable sign when the clay color of the stools passes off, and 
bile begins again to be seen in the evacuations ; but this is not always followed 
by a cessation of the jaundice: and there are also cases in which, while the 
color of the skin has been gradually developed, the motions have been at no 
time clay-colored, or remarkably deficient in bile. In such circumstances, 
part-of the bile finds its way into the intestiae, while part is obstructed and 
absorbed into the blood; and this might happen when a gall-stone only par- 
tially closed the duct; but the more common cause is when one of its main 
branches is closed by the pressure of a morbid growth, leaving the remainder 
free, and then the jaundice continues to increase in intensity. 

In addition to these, the more palpable diseases of the liver, there can be 
no doubt that the secretion must be variously modified under conditions of 
functional disorder with which we are yet very imperfectly conversant; but, 
beyond a very few broad principles of diagnosis, there are no rules which can 
be laid down with sufficient distinctness to form any basis for the classification 
and arrangement of the symptoms to which they give rise. 

The liver, acting as one of the great emunctories of the system, secretes 
from the blood a large proportion of excrementitious matters, but along with 
this, the secretion is made subservient to the purposes of intestinal digestion: 
hence it can readily be understood that in all derangements of function, whe- 
ther connected with organic disease or not, its effects may be traceable either 
in the one set of actions or in the other. The excrementitious matters may 
not be properly separated while the elements necessary to digestion continue 
of proper quality and amount; or these may be either such as to retard the 
passage of the feces or to accelerate it—to produce constipation or diarrhcea, 
and so might be spoken of as deficient or in excess. Further, this imperfect 
elimination may depend either on the blood being surcharged with materials 
which the liver cannot separate with sufficient rapidity, in consequence of the 
habits of the individual, or the fault may be in the liver itself: in the one case 
he may be sallow and bilious, while yet the stools are dark and relaxed ; in 
the other the sallow hue will be accompanied by costive and rather pale- 
colored evacuations. These terms of excess and deficiency of bile can only 
be admitted as relative, because of our present ignorance of the actual changes 
which the secretion undergoes; and in forming a diagnosis we must consider 
quite as much the habits of the patient, and the probability that the bile- 
forming elements of the food, and consequently of the blood, are in excess or 
defective, as the actual symptoms under which he is laboring. For example, 
we know that excessive discharges of bile give rise to diarrhoea; and there- 
fore in disorders of the alimentary canal, when this symptom is present, and 
is associated with other conditions (headache, sallow complexion, &c.) which 
we call bilious, we conclude very naturally, and in the majority of instances 
very rightly, that a state of system exists which is characterized by an excess 
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of bile or bile-forming elements: but it is to be remembered that one of the 
purposes of the bile is to neutralize the acid of the stomach, and if the food 
continue acid in the alimentary canal, it will excite diarrhcea; and therefore, 
the true explanation of the case may be that the liver is inactive, and the 
excrementitious matters exist in the blood, not because of their excess, but 
because the liver fails to remove them. $ 

In attempting to form any opinion on this subject we have therefore to take 
into consideration the history of the individual, as that may tend to show that 
the organ has been over-stimulated in past times, and may now be in a state 
of chronic disease ; his present habits, as informing us whether the bile-forming 
elements are supplied in too great or in too small quantity; the appearance 
of the tongue, as that.is very apt to present a dry fur in disorder of the liver; 
and the color, as well as the consistence of the evacuations from the bowels: 
we also derive instruction from the urine, which is more prone to deposit red 
sediments in bilious disorders than most others. (See Chap. XX XI.,@ 8.) It 
is only when its due weight has been given to each of these considerations 
that we can interpret aright the sallow dingy complexion, the headaches, the 
disagreeable tastes in the mouth, the pains in the side and shoulder, and all 
the anomalous symptoms which such cases present. 


§ 5. Gall-stones—The gall-bladder may be full of these concre- 
tions without giving rise to any symptoms: sometimes they are 
so placed as to act as a kind of valve, allowing a great accumula- 
tion of bile in the gall-bladder, and preventing its proper evacua- 
tion: sometimes they pass out unperceived; but more commonly, 
when disturbed, their passage is attended with great pain, and 
occasionally they are arrested in their progress, become impacted 
in the duct, and can only make their escape by ulceration. 

The pain which usually attends their passage is not difficult to 
recognize; it 1s severe, tearing, or grinding, without tenderness ; 
referred to the pit of the stomach, and accompanied by a sense of 
constriction round the waist; it is not accompanied by fever; the 
pulse is often slower than natural—the skin, during the severity 
of the paroxysm, being generally cold ; sometimes there is distinct 
rigor, almost always flatulence, nausea, or vomiting: then comes 
a lull, and after a longer or shorter interval the paroxysm of pain 
again and again recurs, until the concretion passes, or becomes 
fairly impacted. The more frequently it comes on, the greater is 
the probability of its being accompanied by tenderness; but yet 
if we contrast the amount of tenderness with the severity of the 
pain, and consider that no febrile symptoms are excited, there is 
little chance of its being mistaken for inflammation. When 
jaundice supervenes it gives great confidence to the correctness 
of our diagnosis; but it is by no means a constant occurrence, 
because it is only when the stone is in the common duct of the 
liver and gall-bladder that it can prevent the passage of bile into 
the intestine, and so give rise to the discoloration of the skin. 


The disorders which are apt to be mistaken for the passage of a gall-stone 
are chiefly two—in one the diagnosis is of much importance, in the other it is 
not ee material: the one is local peritonitis excited by ulceration of the 
stomach, the other mere functional disturbance attended with flatulence, espe- 
cially in nervous or hysterical persons. In one or two points peritonitis, 
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occurring in connection with ulcer of the stomach when the possibility of 
extensive extravasation is limited by local adhesions, is very analogous to the 
passage of a gall-stone: its sudden incursion, its severity, its position and 
limitation, perhaps the rigor at its first occurrence, are much the same in both 
cases: but they are manifestly distinct in the constancy of pain, in the tender- 
ness from the yery first, and the acceleration of pulse which invariably accom- 
pany peritonitis. Functional disorder of the stomach, again, is so commonly 
accompanied by flatulence, and by pain as a consequence of distension, that 
were these the only symptoms, we should be constantly deceived by persons 
who exaggerate their sensations. We have to remember, however, that up to 
the moment of pain being produced by the entrance of the calculus into the 
duct, the patient has had no dyspeptic symptoms, no discomfort after meals, 
no flatulence; it begins instantaneously: the pain of dyspeptic flatulence, on 
the other hand, has been gradually increasing in intensity for days or weeks, 
and it is only after some indiscretion in food, or along with some mental 
anxiety or cause of depression, that it attains the severity which can at all be 
mistaken for anything else; and, again, the general symptoms, the coldness of 
skin and depression of the circulation, produced by the reality of pain, in the 
one case, cannot he‘simulated by the exaggerated expression of it in the other, 
nor can the paroxysms be readily imitated. Gout in the stomach, on the 
other hand, may chiefly be distinguished by its being a single seizure—not 
alternating in relief and exacerbation—by the diffuse character of the pain, 
and the absence of the sense of constriction so generally felt in the passage of 
a gall-stone, 
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Of the diseases of the spleen we have still fewer means of diag- 
nosis than of those of the liver. We know that it is often involved 
in blood diseases, that especially in fevers it becomes almost dis- 
integrated, and that in pyeemia it is the seat of secondary deposits, 
capillary phlebitis, and suppuration; but we know nothing of 
the indications which mark these conditions, as they are wholly 
obscured by the more general symptoms of disease. 

Its enlargement alone becomes cognizable to us by its abnormal 
extent and by its position in the abdominal cavity. And if per- 
cussion and palpation be properly employed there can be no 
difficulty, when a tumor is recognized, in tracing it upwards to- 
wards the left hypochondrium, and so making sure that it is the 
spleen, even when it is first discovered, as in cases of very great 
enlargement, in the right iliac region. The two essential charac- 

ters by which it is known are these: its oval form, with a smooth 
rounded surface; and its point of attachment under the false ribs 
on the left side; the only possible excuse for a mistake can be 
when the abdominal cavity is distended with fluid. 
In its history it will sometimes be found to be a sequel of in- 
termittent fever, commonly known as ague-cake. Very often no 
-precursory phenomena are discovered, and its cause is quite un- 
known; occasionally it is associated with enlargement of the 
liver, and probably then both are lardaceous. It is intimately 
connected with an anzemic state of blood; and as its functions in 
reference to the elaboration of this fluid become better understood, 
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we shall probably obain more direct indications of the changes 
which it undergoes in disease; at present we can only affirm that 
there seems to be some close relation between one of the forms 
of enlargement and the condition already referred to as white-cell 
blood. (Chap. VIII, § 2.) In consequence of this circumstance 
it may be also associated with general dropsy; with ascites it 
would seem to be connected only through the medium of con- 
comitant disease of the liver. 


Division III.—DIsEASE OF THE PANCREAS. 


The only known disease of the pancreas which can be made the subject of 
diagnosis is its cancerous degeneration. It never stands alone, but is always 
conjoined with cancer of the stomach or duodenum: its, position is such that 
it is not possible to determine whether the hardened mass, which can some- 
times be felt during life, belongs to the pancreas or to the stomach. Our only 
reason for mentioning it is, that it has been sometimes found after death in 
cases of diarrhcea adiposa, and theory rather gives countenance to the idea 
that the one event may be dependent on the other. Cancer of the pancreas, 
however, has been seen much more frequently than diarrhcea adiposa; and we 
cannot at present assign any satisfactory reasons why the association, if really 
standing in the relation of cause and effect, should be occasionally broken 
through. A suspicion may be reasonably entertained that there is cancer of 
the pancreas when a hard mass can be detected, as it occasionally may be 
when the stomach is empty, more to the left than is usually met with in cancer 
of the stomach, and when among the symptoms of disordered digestion and 
nutrition we do not find frequent vomiting, and the matters ejected are never 
grumous or mixed with blood. 
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CHAPTER XXX. 
EXAMINATION OF THE URINE. 


General Considerations—Analysis of Urine—§ 1. Acidity—§ 2. 
Specific Gravity—§ 3. General Appearance—Color—Transpa- 
rency—§ 4. Sediments—(a) Chemical Constitution—(b) Micro- 
scopic Appearances—Organic Substances—COrystalline Bodies— 
§ 5. The Urine free from Sediment—(a) Albumen—(b) Sugar 
—(c) Urea. ; 


WE next proceed to a consideration of the diagnostic points 
connected with diseases of the urinary organs: our knowledge 
on this subject is in great measure derived directly from the 
condition of the urine, and we must therefore inquire with some 
minuteness into the changes which it undergoes. In doing so we 
shall find that in very many instances its abnormal states are 
dependent on diseases of distant organs, by which the function 
of the kidney merely is interfered with, while no actual change 
passes on the structure of that organ; but as our object is to 
ascertain the bearing of symptoms upon the condition of the 
patient, no apology need be offered for bringing together here all 
these varieties, whether belonging to diabetes, to the lithic acid 
diathesis, as it is called, or even simply to dyspepsia; although 
it must be understood that they do not rank in a pathological 
sense as diseases of the urinary organs. 

Probably a large field of observation remains open which may 
at some future period be made available for the discrimination of 
disease, and the treatment of the patient, in ascertaining the 
relative amount of the various normal ingredients of the urine; 
but at present the variations to which they are subject must be 
left to those who have made chemistry their special study: our 
attention must be limited to changes which are easily appreciated 
and readily recognized. Let me only caution the student against 
what may be called rough-and-ready tests, and deductions based 
upon inaccurate investigations: 1t would be well if he knew how 
to make a quantitative analysis of the different products, because 
mistakes are continually being made in practice from ignorance 
on this point, as when, for example, an unusual manifestation of 
the presence of any ingredient, by precipitation or otherwise, is 
taken as evidence of its being present in excess—a conclusion 
which may be true, or may be utterly false. Unfortunately 
quantitative analysis is exceedingly difficult, but we may at least 
secure accuracy in the qualitative analysis, and this must never 
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be overlooked: it is exceedingly unwise to attempt to decide on 
the characters of the urine by boiling it in a spoon over a candle, 
when we can always carry away a portion and examine it with a 
test-tube and a spirit-lamp. Most especially in commencing the 
study it is important to obtain accurate results; if this be attended 
to in the first instance, it will give a much greater readiness in 
subsequent investigations; and no opportunity of making obser- 
vations should be lost, until this accuracy and readiness are at- 
tained. However definite the rules laid down, fallacies can only 
be avoided by frequent practice. 


The chemical tests in constant use are the colored papers for ascertaining 
the acid or alkaline reaction of the urine, the urinometer for determining its 
specific gravity, and the observation of the changes produced by the addition 
of acid and alkali and the application of heat. Before proceeding further it 
may be well to say a few words on each of these points. 

The urine is naturally acid under ordinary circumstances, and care must be 
taken in pronouncing it unusually so from the effect produced on the test- 
paper, because all test-papers are not alike; one becomes very much reddened 
by acidity which only slightly alters another. In conditions of alkalescence 
it is important to have the test-paper as delicate as possible, because the re- 
action is frequently very weak. Alkalescence due to ammonia, if not distin- - 
guished by the smell, may be readily recognized by the action of heat, which 
dissipates the volatile alkali, and restores the color of the paper. 

The urine taken for the purpose of determining the specific gravity should 
be, if possible, obtained from a large quantity; each time that urine is passed 
in the twenty-four hours it varies somewhat in specific gravity, and, as an 
isolated fact, its increase or decrease is of little value unless it be found per- 
sistent on repeated trials. 

In the application of heat and nitric acid, the student will find it advanta- 
geous to manipulate with at least three distinct portions of urine. He should 
pour about an ounce into a precipitate glass, and then add cautiously nearly 
a drachm of strong acid; this will sink to the bottom of the glass if poured 
down its side, and if any reaction take place between the two fluids it will be . 
distinctly seen at their line of junction. He should then pour a small quantity 
of urine alone (half a drachm is quite enough, and better than a larger quan- 
tity) into a test-tube, and boil over a spirit-lamp, and then add one or two 
drops of acid. To a third quantity he should add a few drops of acid while 
cold, and then boil. In all cases in which heat is employed he should be care- 
ful to add neither too much nor too little acid; a large quantity produces 
chemical decomposition, which may be perplexing, and a single drop of acid 
sometimes prevents the precipitation of the albumen, which it is our great 
object to accomplish by these means. 

In the use of alkali a considerable quantity is generally needed, and mis- 
takes are more likely to be made by boiling with too small than with too 
large a proportion; its action ought always to be aided by the application of 
heat; there are scarcely any points which can be solved by its admixture with 
the urine at ordinary temperature. 


In proceeding with the analysis of the urine we will direct our 
attention (1) to its degree of acidity, (2) its specific gravity, (8) 
its general. appearance, (4) the chemical constitution and micro- 


scopical appearance of its sediments, (5) to the effects produced 
on the clear fluid by various reagents. 


§ 1. Acidity and Alkalescence.—The degtee of acidity can only 
be guessed at by the change of color which test-paper undergoes : 
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it differs in health at various periods of the day, and has been 
ascertained to become even alkalescent during digestion in per- 
sons who appeared to be perfectly healthy. Excessive acidity, 
whether occurring only at certain periods in the twenty-four 
hours, or characterizing the whole quantity passed, indicates 
faulty assimilation; it may be due either to the formation of an 
unusual quantity of lithic acid, or to acid generated in the stomach 
during digestion, which subsequently passes into the circulation, 
and then appears in the urine; acidity due to the former cause is 
more constant, that produced by the latter more marked after any 
excess in eating or drinking. 

Alkalescence depends upon two very distinct causes—defi- 
ciency of acid, and decomposition: the former indicated by an 
excess of fixed alkali, the latter by the presence of free ammonia. 

The smell is generally sufficient to discriminate these two con- 
ditions, and any doubt may be removed by heating the test-paper 
after use. Deficiency of acid when it exists as a permanent con- 
dition, either characterizing the whole of the urine voided through- 
out the day, or at least recurring very frequently, is that to which 
the name of the phosphatic diathesis was once applied, because 
it is generally accompanied by a deposit of the earthy phosphates, 
which are insoluble in alkaline solutions; it generally implies a 
low state of vitality, and more particularly nervous depression, 
resulting from exhaustion of the nervous system by mental 
anxiety, spermatorrhoea, &c. Similar results are occasionally met 
with from transient circumstances; a person whose urine is usu- 
ally neutral or slightly acid will pass very-alkaline urine for a 
short time at the commencement of digestion, when suffering 
from acid dyspepsia; most remarkable examples of this may be 
seen during the fermentation of the food in cases of sarcina ven- 
triculi. Another accidental cause is the ingestion of a large 
quantity of any of the vegetable salts which are decomposed in 
the system, e. g., the tartrate or citrate of potash or soda. 

‘The presence of volatile alkali depends chiefly on decomposi- 
- tion; and in by far the larger number of cases is due to imper- 
fect emptying of the bladder, which causes the secretion of un- 
healthy mucus or pus from its lining membrane; the idea that 
deficient nervous energy in paraplegia was the direct cause of 
decomposition is now abandoned. In certain states the urine 
passes more rapidly into decomposition than in others; and it 
would appear that deficiency of acid, amounting only to its being 
slightly below the ordinary standard, along with excessive secre- 
tion of mucus from the bladder, though not actually morbid, may 
excite this change very soon after the urine is evacuated ; and the 
same effect may be produced by impurities in the vessel in which 
it is contained, a very small quantity of animal matter in a state 
of change speedly rendering the urine fetid. This condition is 
very different from that just adverted to, when inflammation of 
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the bladder exists; in the one decomposition takes place after the 
urine has left the bladder, in the other the urine is ammoniacal 
when passed; the one occurs in states closely analogous to those 
in which fixed alkali is commonly present, the other is restricted 
to the cases of local disease. 


§ 2. Specific Gravity—By means of the urinometer we ascer- 
tain how far urine differs in specific gravity from pure water; 
‘and it is of great importance to bear in mind that the instrument 
does no more. It shows how much soluble matter heavier than 
water is contained in a given quantity of fluid, but it does not 
teach what that solid matter is. It may consist of salts, of urea, 
or of sugar, and we can only determine its nature by chemical 
analysis. A generally high or low specific gravity, as ascertained. 
by testing a portion of the mixed secretion of the whole day, 
and especially when found persistently so by repeated examina- 
tion from day to day, is of more importance than any one eva- 
cuation of the bladder being above or below the average. In 
estimating the importance of specific gravity as an indication of 
disease, we have to take into account the quantity passed during 
the twenty-four hours. Any deviation from the normal standard 
is of value when the average quantity of urine is secreted, but it 
may be taken as certain evidence of disease if a high specific 
gravity accompany excessive secretion, or a low specific gravity 
be noted when the urine is scanty. The observation that at any 
one period of the day the specific gravity is much above the 
standard may lead to the detection of some disorder in the assimi- 
lating processes which would otherwise escape notice: its being 
casually below the standard is of little moment; it is not uncom- 
mon in hysteria; it may happen in consequence of the person 
having imbibed an unnecessary quantity of liquid, or having 
taken some aliment or stimulant which has accidentally acted as 
a diuretic. The circumstances under which the more important 
variations occur must be again adverted to; it need only be 
stated here, that when persistent, the minimum is observed in | 
albuminuria, the maximum in diabetes. 


§ 3. General Appearance——The urine, after standing some time 
in the vessel, may be perfectly transparent throughout, or a sedi- 
ment may rest at the bottom, leaving the supernatant fluid quite 
clear; in other cases the whole is more or less opaque; and this 
opacity may increase towards its lower part, or in addition there 
may be a distinct deposit. 

a. Transparent urine varies in color from,a pale yellow, hardly 
perceptible, to a deep amber, in conditions of health; and within 
certain limits these variations are proportional to the amount of 
animal matters present. When the color is deep, the relative 
amount of water is usually small, and the specific gravity high, 
and very generally the salts as well as the extractive matters are 
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in excess, and are deposited when the urine is cold, unless they 
be held in solution by some unusual circumstance. In all cases 
of diuresis the urine is pale and limpid from an excess of water, 
and. perhaps the absence of color is most striking after an hys- 
terical paroxysm. 

Deep-colored transparent urine may be taken generally as in- 
dicating excessive metamorphosis of tissue; it has perhaps a more 
intimate relation to the secretion of coloring matter by the liver 
than to any other circumstance. When the blood becomes satu- 
rated with bile in jaundice, the urine acquires the color of porter; 
and it is only by pouring a small quantity into a white porringer 
or into a test-tube that we can satisfy ourselves that it is not 
opaque. This condition is essentially different from the secretion 
of dark-colored urine of high specific gravity, although the shade 
of color in slight jaundice may be exactly the same. It may be 
added here, as we shall not have again occasion to refer to it, that 
the addition of nitric acid, converting the color into green, is the 
readiest test of the actual presence of biliary coloring matter in 
the urine. 

6. When the whole of the urine is opaque, it presents either an 
appearance of unusual whiteness, in consequence of the minute 
opaque particles being colorless; or it is unnaturally dark from 
the adventitious presence of coloring matter, and this is most 
commonly derived from an admixture of blood. _ 

The white varieties are chiefly of two kinds—an admixture of 
mucus or pus, and turbidity as caused by chemical decomposition; 
the two being very often found together. Healthy mucus floats 
as a cloud, which may leave the edges nearly transparent as it 
accumulates towards the bottom of the vessel; pus renders the 
whole of the urine more or less opaque, but forms a distinct sedi- 
ment when allowed to stand, very often carrying down with it 
some portion of earthy salts; altered pus, or ropy mucus as it 
used to be. called, collects into a stringy mass at the lower part 
of the vessel, the whole urine being turbid from decomposition : 
urine mixed with leucorrhceal discharge, and that which is altered 
by decomposition, are both wholly opaque; if there be any sedi- 
ment it is quite independent of the opacity, which has no tendency 
to form a deposit. . oe 
Opaque urine of deep color may be produced by a combination 

of one of the white varieties with coloring matter of bile, which 
is of itself really transparent: in such cases the existence of jaun- 
dice would explain its meaning: it is much more commonly 
produced by a certain admixture of blood, when the color varies 
from a pinkish ‘hue to a deep brown. ‘These varieties depend 
more upon the condition of the urine itself than upon the causes 
_ which give rise to the effusion of blood; alkalescence or acidity 
is especially prone to produe such changes; but-as a general 
rule the passive hemorrhage occurring in organic disease of the 
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kidney is far more frequently brownish than pink. It sometimes 
gives merely a slight smokiness to the urine, which is then rather 
hazy than opaque. When more severe and more active hemor- 
rhage occurs, coagula aré often found of such a size as to be 
readily recognized by the naked eye: microscopic examination 
affords some assistance in determining to which of these causes 
the blood is to be attributed. 


§ 4. Sediments—In a very large number of instances, by allow- 
ing the urine to stand for some hours after it has cooled, a sedi- 
ment is deposited, which sometimes can only be discovered by 
placing a drop from the bottom of the vessel under the micro- 
scope, but is often readily perceptible. These sediments are 
partly formed of substances which are merely intermixed with 
the urine, and not dissolved in it; partly of soluble materials, 
some of which are more freely dissolved in urine at the tempera- 
ture of the body than at the temperature of the air, the excess 
being deposited as it cools; and partly of elements which are 
more soluble in one form of combination than another, and after 
the lapse of a few hours are slowly precipitated in consequence 
of spontaneous chemical change.° 

They vary much in their general character and appearance, so 
that an experienced observer frequently can pronounce with 
accuracy as to their nature from mere inspection; but it seems 
to me better to classify them according to their chemical relations 
and their microscopical characters; and as we proceed, any pecu- 
liar appearances will be mentioned which they more common] 
present to the naked eye. The supernatant fluid should be first 
carefully decanted off for separate analysis; and if any part of it 
be perfectly transparent, this should be placed by itself, as the 
evidence of the presence of albumen in small quantity is so much 
more satisfactory in a transparent fluid. 

a. Chemical relations—A portion of the sedimentary urine is 
to be poured into a test-tube, taking care not to fill it to more 
than an inch in depth (students often puzzle themselves by using’ 
too large a quantity), heat is then applied, and as the temperature 
rises we observe the following effects. 

1. The deposit is entirely dissolved. It is wholly composed of 
the urates and chiefly of the urate of ammonia. This sediment 
presents a flocculent appearance, is sometimes quite white, but 
more generally it is colored of a brown, yellow, orange, or pinkish 
hue, and when the red tinge is distinet, it is scarcely necessary to 
use any test to ascertain its character; no other red-colored de- 
pest has the same flocculent appearance: the urine is always 
acid. 

2. It does not disappear with heat. One or two drops of acid 
are then to be added to the heated fluid: if it now dissolve, we 
know that it consisted of earthy salts, probably in combination 
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with phosphoric acid. These are always white, but do not pre- 
sent any appearance sufficient at once to distinguish them; they 
generally abound in alkaline urine. 

3. It is unaffected by hydrochloric acid, but dissolves on the 
free addition of nitric acid; and it is also soluble in alkali. This 
deposit consists of uncombined uric acid: its general characters 
are very marked; it is heavy, readily falling to the bottom of the 
tube after agitation, and presents to the naked eye the appearance 
of red sand; it can only be confounded with blood-globules, which 
sometimes have a similar sund-like*character, but are not nearly 
so heavy, and are only found in urine partly opaque; they are 
quite insoluble. 

4. It does not disappear with heat and acid. To a fresh por- 
tion add freely liquor potassee, and boil; the greater part is dis- 
solved, and by gently prolonging the heat the undissolved portion 
collects into a mass, which floats in perfectly transparent fluid. 
Such a sediment is probably composed chiefly of pus, the undis- 
solved portion being earthy salts, which are precipitated either in 
part-or wholly after the alkali was added. When the amount of 
pus is considerable we shall find, on pouring the fluid out of the 
test-tube, that it has acquired an adhesive property; it is called 
ropy because it clings in lengthened strings to the lip of the tube 
in place of dropping freely. This sediment cannot be distinguished 
by the naked eye from white lithates or phosphates; “the urine is 
seldom strongly acid, and does not become transparent when the 
deposit has fallen; it shows a great tendency to become alkaline, 
and then the pus becomes adhesive, and is gradually converted 
into a ropy mass. ; 

5. When part of the sediment dissolves with heat, the remain- 
der must be tested in the same manner both with nitric acid and 
with liquor potasse;and we may thus determine that there exists 
along with the urates an admixture either of earthy salt which is 
very often oxalate of lime, or of crystalline uric acid, of pus, or 
of blood. 


Such are the general answers which chemistry affords as to the nature of 
sediments; and they have been stated in broad outline because the more deli- 
cate and intricate results are really unnecessary when we have the micro- 
scope to appeal to in all cases of doubt; and the few facts above referred to 
are the only ones of real importance in treatment. In a very large proportion 
of cases the sediment is composed of urates; and according to the present 
belief of chemists, the form of combination in which the uric acid exists is 
that of urate of ammonia. This class of salts is at once recognized by their 
ready solution by heat: and when the urine becomes perfectly transparent 

there can be no doubt as to their true character, 

Not unfrequently when the earthy salts are present, some portion of the 
sediment dissolves by heat; this is due to an admixture of the urates; as soon: 
as the temperature has reached the boiling-point, there can be no further solu- 
tion by heat, and we add one or two drops of acid; the phosphates are dis- 
solved with the utmost facility. Any acid may suffice, but it is well to re- 
member that, of those in common use as tests, the hydrochloric has no action 
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on uric acid, while the nitric dissolves it as well as the earthy salt; at the same 
time it requires a much larger addition of acid to produce the one effect than 
the other. Oxalate of lime scarcely ever exists as a visible sediment, but it 
is also dissolved by the stronger acids. If it were desirable to determine by 
chemical reaction whether a scanty deposit, haying the character of an earthy 
salt, were phosphate or oxalate, we should test one portion with acetic acid, 
which dissolves the former, and not the latter. 

The crystalline uric acid deposit is similarly often left after the salts are 
dissolved; its solubility, on the addition of a considerable amount of nitric 
acid, distinguishes it from blood, and from fine sand, which hysterical patients 
occasionally mix with their urine. Its general characters are so marked that 
there is no real difficulty in recognizing it. Sometimes found in urine, which 
becomes perfectly transparent on standing, it is very frequently accompanied 
by a cloud of mucus; and it may be seen in other instances mixed with blood: 
in either case the urine will not become transparent when boiled with acid, 
although the uric acid itself may disappear. 

Part of the sediment may be dissolved by heat or acid, but part may still 
remain, or it may have been wholly unaffected by either reagent. To a fresh 
portion of urine liquor potasse is added, and heat applied; under all circum- 
stances, a precipitation of the earthy salts takes place, and by careful boiling, 
these may be collected into a mass, which floats in the fluid, leaving the re- 
mainder perfectly transparent, when the opacity has been caused by purulent 
deposit. If the quantity of pus be not sufficient to make the fluid ropy, a few 
drops of acid are allowed to fall on the aggregation of earthy salts, which are 
readily dissipated; and if the alkali have dissolved any pus, or other albumi- 
nous principle, a very distinct cloud is formed in the urine, in consequence of 
the coagulation of albumen by the acid. The circumstance of a whitish de- 
posit, which was not wholly soluble in heat and nitric acid, being partly dis- 
solved by liquor potasse with heat, and the addition of nitric acid to this 
solution causing the remainder to disappear, and a cloud of albumen to form, 
may be received as pretty satisfactory evidence of the admixture of pus. 

Nothing has been said of cystine, although it has nearly similar relations 
to chemical tests, simply because it is so rare. The fact of its being a fawn- 
colored deposit, and yet not dissolving by heat alone, as similarly colored urates 
do, would necessarily lead to further inquiry; purulent deposits are invariably 
white. Uric acid sand is also dissolved by boiling with an alkali; but this 
can give rise to no confusion, because its characters are so striking. 


While heating the urinary sediment, we'have also to observe 
whether, as the temperature rises, the fluid first becomes transparent, 
and then a fresh cloud subsequently forms; or whether, when the 
opacity is not removed in the first instance, it becomes more tur- 
bid, as the application of heat is continued; and, further, what is 
the effect of one or two drops of acid upon this new precipitate. 

b. Microscopical appearances.—It is especially important for 
the student to correct by the microscope the conclusions he has 
arrived at from chemical analysis: and in all cases of doubt, its 
aid is most valuable. Almost any portion of urine placed in the 
field of the microscope will present some minute objects floating 
about; but it is better to let it rest some time, and then to take a 
drop from the bottom of the vessel: it will often happen that the 
maicroscope shows that there is a tolerably abundant sediment, 
‘when it is scarcely observed with the naked eye, because it differs 
so little from the fluid in its power of refracting the rays of 
_Jight. The student need never perplex himself trying to make 
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out shapeless objects, but should confine his attention to a few of 
the more distinct organic and crystalline formations. 

Among the organic bodies we observe— 

1. Blood-globules: these, it must be remembered, are not often 
found in their normal form, but variously altered by the fluid in 
which they float, being sometimes unusually flattened, but per- 
haps still more frequently ruptured, and unequally distended, so 
as to assume a crescentic or a somewhat globular form. 

2. Pus and mucus-globules; which can scarcely be distinguished 
from each other, and are most readily known by their relative 
numbers: a few solitary globules may be certainly regarded 
as mucus, a very large number as certainly pus: they are also 
in some measure distinguishable by the circumstance that pus- 
globules are more decidedly granular, mucus smoother, and more 
uniform. : 

3. Epithelium, when present, would determine any doubtful 
globules to be mucus rather than pus. One or two scales may be 
seen in almost any specimen of urine, and they are only of con- 
sequence when tolerably abundant, as indicating irritation of the 
bladder or urinary passages. Epithelium is generally found in 
large quantity in the urine of women, being derived from the 
uterus and vagina: the scales of this variety are much larger 
than those which come from the bladder. 

4. Tubular casts are found in cases of albuminuria: of late 
some stress has been laid upon whether they present a smooth, 
homogeneous, transparent appearance, or whether they are stuffed 
with granular matter, as indicating two distinct conditions of 
kidney-disease; equal importance has been attached to their being 
in certain cases associated with oil globules. Independent of the 
uncertainty attending these observations (¢. g. globular lithates 
having been unquestionably mistaken for fat), it does not appear 
that the student can derive any useful information from their dis- 
crimination; and their relations seem at present to be subjects of 
study rather for men who are investigating the pathology of the 
kidney, than for those who wish to turn such knowledge to a 
practical account. ; 

- §, Vibriones may often be seen in active movement; their pre- 
sence is not connected with any particular forms of disease, but 
merely with chemical change in the urine. _ Fart: 

6. The presence of spermatozoa may sometimes throw light on 
an otherwise obscure case. — 

Among crystalline substances we observe | 
- 1. Oxalate of lime-—This may be regarded as one of the most 
important; not so much from the intrinsic value of the observa- 
tion, as from the circumstance that we have no other means of 
detecting its presence with certainty. It occurs generally in 
octohedral crystals; occasionally we meet with some very short 
square prisms of uric acid, which closely resemble the oxalate of 
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lime; but with care this need never be any source of fallacy. 
The planes of refracted light crossing the square surface diago- 
nally, and disappearing and reappearing as the focus is altered, 
are extremely characteristic, and never seen under other circum- 
stances. 

2. Uric acid.—In combination with alkali the urates are chiefly 
seen under the microscope as amorphous granular matter, or 
assuming a variety of irregular rounded shapes. The observa- 
tion that along with this deposit there are some defined crystals 
of uric acid, is of considerable value in treatment; and this the 
microscope can alone determine with certainty ; the lozenge-shaped 
crystals and square prisms of the acid being quite distinctive. 
The same observation will immediately solve any doubt as to the 
true nature of the sabulous’ deposit, which, in its uncombined 
form, lithic acid usually presents. 

3. Triple phosphate——The chemical test is of itself quite suf- 
ficient to distinguish the presence of earthy salts; and the most 
common of these, the phosphate of lime, is rarely found in a 
crystallized form; like the urates, the phosphates are usually seen 
only as granular matter. The three-sided prisms with beveled 
ends, which characterize the triple phosphate, are not liable to be 
confounded with any other crystals. They indicate the presence 
of an excess of free ammonia, and therefore the probability of 
partial decomposition of the urine; but this rule must not be 
regarded as absolute, for cases occasionally occur in which it is 
caused by the secretion of alkaline urine. 


These are the most important of the objects which microscopic examina- 
tion reveals. The list might be considerably added to, and the student, in 
learning the microscope, may often usefully employ his time in unriddling 
some of the more complex or more rare phenomena, detailed in the various 
treatises on this subject, because by such means he acquires familiarity with 
the use of the instrument; those just described are necessary for the purposes 
of diagnosis. If the chemical tests be rightly applied, pretty nearly all the 
facts regarding the simpler forms of sediments may be ascertained without 
the use of the microscope. It is in the complex cases, where there is any 
admixture, that its value becomes so great in discriminating the different 
objects, and showing the true character of each, when several distinct sets 
of chemical experiments might have been needed to accomplish the same end. 
It is particularly useful when the urine is generally opaque, and the effects of 
chemical reagents on the sediment are less distinct. The presence or absence 
of blood-globules in the sediment, when the urine is dark colored, a large 
-emount of epithelium, or some pus-globules, when it is milky, and the absence 
of any abnormal deposit when heat, acid, and alkali have alike failed to remove 
the haze after partial decomposition has begun, are each of great value in 
confirmation of the chemical analysis. But, on the other hand, heat and acid 
will distinguish in a moment between the lithates and the phosphates in their 
amorphous condition—a conclusion which at best can only be guessed at by 
the employment of the microscope. 

The microscope does not afford much assistance in determining the source 
of hemorrhage when blood is present. Tubular casts, mixed with blood-glo- 
bules, would show that passive congestion of the kidney accompanied the 
hematuria; and this would be coincident with an excess of albumen in the 
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urine. Crystals of uric acid may lead to the suspicion of the existence of a 
calculus as its cause; but it must be remembered that they are constantly 
found in the hematuria of scarlatinal dropsy. In fungoid disease of the 
bladder, the compound cells of cancerous growth, and in chronic ulceration, 
pus-cells accompany the blood-globules when the hemorrhage is from the 
bladder. The changes in form which they undergo are dependent equally 
upon the chemical relations of the urine, and the period during which they 
have remained in it. 

; Pus in small quantity, and mucus in excess, whether from the bladder, or, 
in females, from the vagina, are each of them sources of perplexity which the 
microscope readily explains. It is of very little consequence which name is 
applied, as there is evidently no clear line of demarcation between them: very 
large epithelium scales serve to show that the vagina is the source of the. 
secretion; of a smaller size, their presence in unusual number might be taken 
as evidence that the accompanying globules came from the bladder, and not 
the kidney, and were rather mucus than pus. When the globules are very 
numerous we cease to call them mucus under any circumstances ; an irregular 
serrated edge seems to belong especially to scrofulous pus ; little agglomera- 
tions of globules show that there isa tendency to fusion, the urine is scarcely 
acid, and the source of the secretion is very probably the bladder. Mucus 
and bladder-epithelium are chiefly found when crystals of uric acid or oxalate 
of lime are present in the urine, which no doubt acts as irritants on the mucous 
membrane. : 

~ Tubular casts should always be looked for by the student, because they 
teach him when albumen is dependent on degeneration of the kidney, and thus 
give him clearer notions of its origin, and of the cases in which its presence 
is caused by other circumstances: but it would be very rash to say there was 
no renal disease simply because casts were not seen. 

Vibriones and spermatozoa are both causes of opalescence which the micro- 
scope can alone clearup. Chemically, it may be determined that the condition 
is not one of much importance with reference to disease of the kidney; but 
spermatozoa are of considerable moment with reference to the general health 
of the patient. 

Oxalate of lime, as a discovery of late years, received at one time a greater 
share of attention than it deserved: its presence is by no means rare, and ig 
not in any way connected with perverted function or diseased action of the 
kidney. It is not uncommonly found in a dumb-bell shaped crystal; but the 
student ought not to take this form as characteristic of oxalate of lime, unless 
the ordinary octohedra be also present. , 

Uric acid, when found in the urine in crystals, seems to show a different 
condition of health from that in which it is found only in combination with 
alkali, and hence the importance of the observation. Probably, when the 
urates appear as semi-crystalline rounded masses, they show an approach to 
the same diathesis; but at present we cannot assign any very satisfactory 
reason why this substance appears sometimes in the crystalline, and sometimes 
in the amorphous form—uncombined, or as a compound body. It is worth 
remembering that the globular urates occasionally possess so high a refractive 

power as to have been mistaken for oil-globules. bie a 3 

It is equally difficult to say why the phosphate of lime is sometimes crystal- 
lized, sometimes amorphous: the-form of its crystals is long and acicular, 
and, when present, there can be no doubt that the urine was passed in an 
alkaline state, and that the alkalescence was not derived from excess of am- 

“monia; but, on the other hand, such a condition of urine does not necessarily 
imply crystalline phosphate. Triple phosphate, in a large proportion of cases, 
follows decomposition of the urine; but it is recorded as having occurred 
when there was no trace of decomposition, and the alkalescence of the urine 
depenéed only on conditions of depressed vitality. Itis one of those objects 
which from its unmistakable appearance is of great use to the learner, because 
it never occurs along with a deposit of urates, but always with the phosphate 


of lime. 
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5. Urine free from Deposit—We next proceed to apply our 
chemical tests to the urine which has been decanted off the sedi- 
ment, or to urine which has not let fall any appreciable deposit. 
Two abnormal ingredients occupy the first place, because they 
are constantly found in certain conditions of disease, and, as they 


are freely soluble, give no other direct indications of their pre- 
sence; and a few words-must be added on excess of urea, which 
also never occurs as sediment. 

a. Albumen—The means resorted to for ascertaining the pre- 
sence of albumen are heat and-nitric acid, each of which has the 
property of coagulating it; and in certain cases the extraordinary 
amount of the precipitate formed by either, leaves no possible 
doubt as to the fact. It is only where the quantity is small that 
there is any difficulty in coming to a determination upon the sub- . 
ject, and especially when the urine is not quite transparent. In 
speaking of this opacity (§3), it was shown to be chiefly produced 
by an admixture of pus or mucus, or an effusion of blood; and 
if these circumstances can be traced to disease of the kidney, it 
is evident that the accompanying albumen will be in considerable 
amount and the reaction decided. When therefore any doubt 
exists, the very inconclusiveness of the experiment may, to a 
certain extent, be regarded as a proof that the kidneys are not 
diseased. 

The readiest method for the detection of albumen is certainly 
that of pouring from half a drachm ito a drachm of nitrie acid 
to the bottom of a precipitate glass containing the urine to be 
examined. This can easily be effected by allowing it to run 
down the side of the glass; and if the fluids do not intermingle, 
coagulation of the albumen takes place only at their line of junc- 
tion, and may be observed even when exceedingly faint, by vary- 
ing the position of the glass with reference to the light, and 
observing the effect of its transmission and reflection. The chief 
source of fallacy is the fact that nitric acid has the power of pre- 
cipitating an excess of urate of ammonia when held in solution 
by any unusual circumstance. A few experiments will better 
teach the different appearance ofthe two precipitates than any 
description; but if any doubt remain, a small quantity of the 
urine may be boiled after only so much acid has been added as 
is necessary-to produce the precipitation; the cloud will wholly 
disappear if it consists only of the lithates. 

In employing heat as a test of the presence of albumen, it is 
to be borne in mind that heat develops chemical action, and may 
produce a precipitate of phosphate of lime, and that the coagula- 
tion of the albumen may be prevented either by the urine being 
alkaline or by a single drop of strong acid being added to a 
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neutral specimen. Both difficulties are best avoided by acidu- 


lating the urine first with acetic acid; and then, if the upper 
part of the urine in the test-tube be boiled, while the lower part 
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is only gently heated, the contrast of opacity above and transpa- 
rence below is often sufficient to indicate the presence of an ex- 
ceedingly small quantity of albumen. : 


In the first of these two methods we have the advantage of being able to 
say with considerable confidence whether, when the urine is opaque, this is 
increased at the junction of the two fluids: in cases where there is only a trace 
of albumen, even if the urine be perfectly transparent, the haze produced by 
its coagulation is more easily perceived in this experiment than when boiled 
in a test-tube. In either case it is difficult to apply the further test of heat, 
because the precipitate formed by the acid becomes less perceptible when 
transfused through the fluid, and it may, consequently, seem to disappear, 
with heat; and we are uncertain whether it be soluble or insoluble—whether 
urate f ammonia or albumen had been thrown down by the acid. Other 
circumstances, however, serve to determine that the haze is not caused by 
precipitation of the urates: if a deposit have already spontaneously occurred 
or if the urine be naturally very acid without deposit, no addition of nitric 
acid will precipitate the urates from the clear urine: and if the urine be pale, 
and of low specific gravity, it is impossible by such means to render these 
salts insoluble in the excess of water which exists: in any of these cases we 
may therefore assume that the haze is albumen. 

We must be on our guard in employing this test with opaque urine, lest the 
patient be at the time suffering from gonorrhoea and employing some of the 
resinous remedies, which are eliminated by the kidney, and are decomposed 
by nitric acid in the urine. This precipitate is also insoluble by heat, but 
may be distinguished from albumen by its amount being considerable, and yet 
no coagulation occurring when heat alone is used, or used in conjunction with 
one of the weaker acids. Occasionally it may be of service, when the urine 
is opaque, to boil it with alkali, as mentioned in speaking of the chemical re- 
lations of pus (2 4, a 4); the whole of the fluid may thus be rendered trans- 
parent, with the exception of the mass of phosphate floating up and down, 
and an opportunity afforded of ascertaining, by the addition of acid, what 
amount of precipitation occurs. All pus has a certain quantity of albumen 
necessarily associated with it; but it is very much greater when the discharge 
is from the kidney than when it comes only from the bladder. : 

The heat-test for albumen is most certain when the urine is perfectly limpid, 
and decidedly acid. Opacity can only be removed by filtering ; and the process 
is just sufficiently troublesome never to be practised. The nearest approxi- 
mation to truth, in applying heat in such cases, is to compare the urine in the 
test-tube, after being boiled with another portion of the same fluid in a second 
tube of the same size. 5 ; ; 

In using the stronger acids, as is commonly done when the urine is alkaline 
or neutral, we encountersome difficulties and sources of.error. If only a drop 
of acid be added before the urine is boiled it may prevent the precipitation of 
the albumen altogether; if more be used, the albumen is apt to be coagulated, 
and it is no longer the heat-test, but the acid-test. If, again, the urine be 
boiled without acid, a precipitate of phosphate is likely to be formed if the 
urine be alkaline; and though this may be removed by a drop or two of acid, 
the further addition of acid may not afford such distinct evidence of the pre- 
sence of albumen when the temperature is raised to the boiling point, and it 
may have to stand some time before the precipitation can be observed. 

In one or two instances I have seemed to get more precise results in doubt- 
ful cases by warming the urine, so as to prevent the precipitation of the urates, 
without coagulating the albumen, and then applying the nitric acid test in a 
precipitate glass, as already mentioned. : 


When the results of the examination are at all unsatisfactory, 
very explicit directions should be given to the patient to preserve 
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any portion of the urine that is transparent when passed, in a 
perfectly clean vessel: not uncommonly the difficulties are caused 
solely by some accidental admixture, and in all circumstances, a 
second analysis may throw much light upon the previous one. 
In other instances, when the trace of albumen is but slight, it is 
very necessary for correct diagnosis to make a second or a third 
examination, at intervals, because the casual occurrence of albu- 
men in small quantity is generally not a matter of very great 
importance, and if urine passed at other times be distinctly free 
from it, there is every probability that it is not caused by organic 
change. Further, it may be added that, when any suspicion 
occurs to the mind of the possible existence of albuminuria, one 
examination alone, however exactly performed, and however ex- 
plicit in its results, is not sufficient, because, as the casual presence 
of albumen is no certain proof of the existence of organic change, 
so the urine may be casually free from it, in any stage of disease 
of the kidney. 

b. Sugar—lIn considering the general symptoms of disease in 
their relation to the urinary organs, in the succeeding chapter, 
the aggregate of symptoms in a case of diabetes will be found of 
such a character as to mark out very clearly the nature of the 
disease; yet it is needful to be able to pronounce positively in 
any given case whether sugar be present in the urine. In the 
greater number of cases, the changes produced, when diabetic 
urine is boiled with an equal quantity of liquor potasse, are quite 
sufficient for the purpose. The urime becomes gradually of a 
deep yellow, which passes into brown, and then assumes a crim- 
son or ruby appearance by transmitted light, exhaling an odor of 
burnt sugar or caramel. This sequence of changes cannot be 
misinterpreted by any one who has performed the experiment 
two or three times; but it is open to fallacy if one who is not 
familiar with the test trusts to it alone, and it may fail to detect a 
very minute quantity of sugar. 

Greater certainty can be attained by the action of sugar upon 
salts of copper, and students ought on all occasions to familiarize 
themselves with it. # few drops of a strong solution of sulphate 
of copper are added to the urine, and then a considerable quantity 
of liquor potassze: the first portion of the alkali causes precipita- 
tion, its further addition dissolves the precipitate so formed: heat 
is now applied; and, when the temperature rises to a certain 
point, a yellow precipitate is rapidly formed. The accuracy of 
the test depends upon the two circumstances coinciding, that the 
precipitate has an evident tinge of yellow, and that it is formed 
with rapidity. A variety of chemical changes may precipitate 
the copper on prolonged boiling, but its color is usually tawny or 
brown; and practically it is found that the only condition which 
gives rise to the rapid formation of a yellow precipitate is the 
presence of diabetic or grape-sugar. 
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The specific gravity of diabetic urine is invariably high, 
although the quantity passed be much greater than in health: 
and while it is true that the absolute amount of the sugar dis- 
solved in the fluid is one of the causes of its increased density, it 
is not the only one, and therefore the specific gravity cannot be 
taken as a measure of the saccharine matter present. In no other 
condition of disease is the density so great; and yet there is rarely 
any deposit, the urine being generally pale, straw-colored, and 
very often having a sort of oiliness in being poured from one 
vessel to another. 

ce. Urea.—When the specific gravity of the clear urine is above 
the normal standard, whether there be any deposit or not, and we 
“have ascertained that no sugar is present, the conclusion is un- 
avoidable that it is impregnated with an unusually large amount 
of those soluble principles which give to urine its ordinary cha- 
racteristic properties, derived from metamorphosis of tissue; the 
most important of which is urea. The uric acid salts we have 
seen may be held in solution by an excess of alkali, and are pre- 
cipitated by nitric acid; urea is not so precipitated; if no change 
occur on the addition of a small quantity of acid; a little urine 
may be poured into a flat glass (a watch-glass), and about half its 
bulk of strong acid added to the fluid, when, if urea be present in 
considerable excess, feathery crystals of nitrate of urea will form. 
To produce this effect, its amount must be very considerable, so 
that even when we do not obtain it, we are not justified in assert- 
ing that no excess of urea is present: when the urine is deep- 
colored, its density great, and its peculiar odor well marked, there 
can be no doubt of the fact that those principles among which 
urea holds a first place, are secreted in large quantity, and treat- 
ment must be guided by this assurance. 

Occasionally the urea is converted into carbonate of ammonia 
by some catalytic action, which probably commences before the 
urine is passed, but is greatly promoted by the action of heat. 
When the urine is boiled in such a case, the amount of earthy 
salts thrown down is generally considerable, and on the addition 
of acid the precipitate is dissolved, while effervescence takes place 
from decomposition of the carbonate of ammonia. This action 
cannot be regarded as any evidence of an excess of urea. 


The following table represents most of the chemical relations explained in 
the preceding pages :— SEE 


a. Deposits :-— 
1. Soluble by heat. . ..< . .. . . Urates. 
2. Insoluble by heat :— 
a. Soluble in acetic acid . ... . sperenaiee 
b. Soluble in nitricacid . ... . { Uric ea: 


1 Pus. 


c. SoluWle in alkali Uric acid. 
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B. Clear urine :— 
1. Precipitate produced ha heat :— 
a. Soluble in acid _. ols, 2. Barthy salts: 
6. Insoluble in avid. . < oe 5) AL bamens 
2. Precipitate produced by ered — 
a. Soluble by heat . . Jo oe ve SUrates. 


6. Insoluble by heat. . ie 7 A lbumense 
3. Precipitate produced by alkali. . . Harthy salts. 
c. Urine effervescing with heat and acid . . Urea converted into car- 


bonate of ammonia. 
D. Urine. becoming reddish-brown with heat 
and liquor potasse . ... . . . Sugar. 
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CHAPTER XXXI. 
DISEASES OF THE URINARY ORGANS. 


§ 1. Nephritis and Nephralgia—after Exposure—from Scarlatina 
—from Caleulus—§ 2. Abscess—its modes of Discharge—Pus in 
the Urine—§ 8. Ischuria—distinguished from Retention—§ 4. 
Albuminuria—its Origin—Symptoms—Characters of the Urine 
—with Dropsy—without Dropsy— Bloody Urine—§ 5. Diuresis 
—§ 6. Cystitis—Caleulus—Ropy Mucus—§ 7. Diabetes—§ 8. 
Disordered Functions—Eacess or Deficiency of Water—Deposits 
— Uric Acid—Phosphates—Acidity— Urea—Oxalate of Lime— 
fielations of Disease of the Kidney. 


In-proceeding to apply the inferences deducible from the con- 
dition of the urine to the diagnosis of diseases of the urinary 
organs, reference must also be made to those changes which are 
due to disturbing influences acting through the general circulation, 
and are in no way connected with actual lesion of the kidney. It. 
is almost impossible to get at the early history of the diseases of 
these organs, because it is only when some very remarkable 
change in the character of the secretion takes place, or when some 
secondary affection is developed, that the patient seeks for advive, 
or is even conscious that anything is wrong. This is not less 
true of the acute than of the chronic affections; but as the pro- 
gress of the former is more rapid, we are commonly able to trace 
the history backwards to what may be justly considered its 
starting-point. 

§ 1. Nephritis and Nephralgia.—tThe secretion of urine is more 
or less suppressed in nephritis, and as a consequence anasarca 
rapidly ensues; but the patient thinks nothing of the diminished 
flow of urine, and is perhaps greatly astonished when dropsy 
comes on. Frequently and very justly ascribed to having caught 
cold, it is very evidently associated with disturbed cutaneous 
action: it sometimes occurs in a perfectly healthy person after 
very severe exposure: more commonly, however, there is pre- 
existing disease of the kidney, or it follows as a specific action, 
at a pretty definite interval, upon an attack of scarlatina; in the 
latter case we may generally trace some slight exposure, but it 
is alleged by some observers that it may be the direct effect of 
the scarlatinal poison without any such exciting cause. 

It commences with febrile disturbance, and there is often deep 
aching pain in the back: the urine is scanty, loaded, deep-colored, 
of high specific gravity, and albuminous: blood is sometimes 
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mixed with it, as a consequence of congestion; but this does not 
appear early when the kidneys are previously healthy. Total 
suppression of urine is not commonly the result of nephritis in a 
healthy kidney, and when that event occurs, we may generally 
edhclude that disease of long standing is present, however acute 
the attack may otherwise appear. A common impression pre- 
vails that an attack of nephritis lays the foundation for subsequent 
chronic disease; but there is no evidence to prove this relation, 
and it ought not to be assumed until we know that among a given 
number of patients who have had scarlatinal dropsy, subsequent 
disease is more common than among a similar number who have 
never had scarlatina at all: the hypothesis, however, is not with- 
out probability. 

Another form of nephritis is excited by local causes, whether 
in consequence of external injury or the presence of a calculus in 
the kidney, when it is preceded by nephralgia. These two causes 
of nephritis have this effect in common, that the attack sometimes 
terminates in abscess. Nephralgia, in so far as it may be distin- 
cuished from nephritis, expresses the pain attending the affection 
in its early stage; and in proportion as the pain is severe, we may 
conclude that it is due to irritation rather than to inflammation. 
We cannot go back to the date of the formation of a calculus, but 
we can sometimes discover in a strain or a sudden jerk of the 
body the time when it was displaced. Very soon after, severe 
pain is felt on one side of the loins, shooting down to the groin 
and inside of the thigh, exciting sympathetic pain and retraction 
of the testicle, or encircling the abdomen, and passing round as 
far as the umbilicus; the severity of the pain is sometimes so 
great as to produce nausea and vomiting: the urine may be 
blood-stained, and is always passed with unusual frequency. 
After a time the calculus traverses the ureter, and passes into the 
bladder, or falls back again into its former position, and the pain 
ceases. The patient may suffer only from the irritation, and no 
febrile disturbance ensue; or inflammatory action may supervene 
in the affected kidney, when the pain persists and assumes the 
character of a dull aching sensation. 


Nephralgia is apt to be confounded with colic; and as we have seen colie 
pass into enteritis, so the nephritis which follows is liable to be confounded 
with inflammation of the bowels. The presence of sympathetic affection of 
the testicle, or the appearance of blood in the urine, would be sufficient to 
prevent any mistake in diagnosis; but these are often absent, and dysuria is 
a common effect of inflammation of the bowels: we have, then, no better guide 
than the history of its commencement on one side of the loins, and not in the 
abdomen. 

Rheumatic affections may also be confounded with nephralgia; but, apart 
from the suddenness of the incursion, and the constancy and severity of the 
pain, when the kidney is affected, they may be distinguished by their more 
general distribution, and especially by the circumstance, that the pain of a 
ee affection is only felt on moving, or at least is very greatly aggravated 

y it. 
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Sometimes we have reason to believe that an attack of nephralgia has nothing 
to do with calculus at all, but is merely a form of gout, when the bowels are 
loaded, and the urine secreted is highly acid and irritating: in such circum- 
stances there may be no unusual frequency in the calls to empty the bladder, 
as the secretion is scanty, and the irritation of the kidney less intense. 

§ 2. Abscess—Sometimes directly traceable to an attack of 
nephritis with a well-marked history, this condition of the kidney 
is not unfrequently met with in practice, without any distinct 
precursory symptoms: no doubt there must be some degree of 
inflammation before pus is formed, but it is to be remembered 
that the inflammation is often of the strumous kind, and then the 
evidence of its existence is necessarily obscure. In either case 
the pus may make its way externally, through the loins, or may 
~be discharged by the bowels, or be voided in the urine. The 
first of these terminations is to be recognized by the position and 
size of the swelling which accompanies it: a small abscess in the 
loins leads us to inquire after previous attacks of nephralgia, or 
to look for the presence of albumen in the urine; a larger one is 
much more probably connected with disease of bone: it is a mis- 
take to suppose that the pus discharged by an abscess of the 
kidney has any urinous odor. In the second form, the diagnosis 
may be aided by calculi being passed by the rectum along with 
the pus: if the history of the case show that affection of the kid- 
ney had existed prior to the appearance of pus in the stools, and 
there be no indication of ulceration of the mucous membrane of 
the intestine, it is highly probable that it proceeds from abscess 
of the kidney. When pus forms in consequence of local perito- 
nitis, there is very generally a history of pain somewhere or other 
to point out the locality in which the inflammation had been 
going on, and we are left to judge from probabilities only, when 
there is no such history obtained. 

The third mode of discharge is the most common, especially in 

the strumous abscess. The attention of the patient is first arrested 
by the frequency of the calls to emipty the bladder: the total 
quantity of the urine in the twenty-four hours is not increased, 
and it is turbid when passed, depositing a white sediment on 
standing. It is acid, and it remains slightly opaque; the sediment 
is not dissolved by heat or acid, but, on the contrary, both of 
these reagents increase the turbidity, and the decanted fluid gives 
a distinct precipitate of albumen. ‘The sediment is in great part 
dissolved by boiling with alkali, and the fluid becomes ropy; 
under the microscope abundant globules of pus are seen. If these 
characters are permanent, we may be certain that we have to do 
either with abscess of the kidney, or with that form of néphritis 
which gives rise to suppuration in the calyx—pyelitis, as it is 
called; and I do not know that in any case we can positively 
affirm which of the two is present. Some idea of its nature may 
-be gained from the relative amount of the pus, and still more 
from the persistence of the disease. 
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Catarrh of the baldder (2 6) is at. times liable to present similar features ; 
but there are two grand distinctions, which must ever be borne in mind. 
When the suppuration takes place in the kidney, the urine usually continues 
acid, and is not ammoniacal when passed; the pus itself remains unchanged, 
and has not become ropy or mixed with phosphates; the triple phosphate 
especially, which is so common in cystitis, is rarely seen in such circumstances ; 
still more, in consequence of the disease of the kidney, the urine is albumi- 
nous in a much greater degree than can be attributed merely to the amount 
of albumen contained in the liquor puris which is mixed with it. The con- 
glomeration of the pus-globules into masses, or lines, as seen under the mi- 
croscope, may be taken as proof of commencing change in their structure, 
and so far may be regarded as evidence that the bladder is the seat of the 
affection rather than the kidney. An abscess must be of considerable size 
before any such chemical changes can take place. 


§ 3. Ischuria.—This term is employed to express suppuration 
in opposition to retention of urine: the fluid is not secreted at all. 
Coming on sometimes after exposure to cold, it occasionally ap- 
pears without any very direct cause; rarely seen in perfectly 
healthy conditions of the organ, it is more usually met with in 
cases of low inflammation supervening on long standing disease. 
The eye of the experienced practitioner will discover in the as- 
pect of his patient those evidences of renal disease which we shall 
have to notice under albuminuria; but to the patient and his 
friends the existence of such a malady is unknown. He con- 
ceives himselt to have been in his usual health immediately be- 
fore, he cannot understand why it is that he passes no urine, as 
he feels little or no pain, and complains of no suffering. There 
is nothing to mark the disorder in its commencement besides the 
suppression, but soon the pulse becomes slow, the patient drowsy, 
and ultimately completely comatose. The very same sequence 
occurs more slowly without complete suppression when the de- 
puratory action of the kidney is much interfered with; here they 
are only more rapidly developed. It may be the immediate result 
of an attack of nephritis; and the common occurrence of rigor at 
its commencement suggests the probability that, even when the 
organ is unsound, some congestive or inflammatory action is ex- 
cited, which deprives the secreting structure that remains of its 
power of carrying on functions which, impaired though they be, 
are still necessary to life. 

Little need be added in regard to its diagnosis. The chief 
point is to make sure that the bladder is empty, and this can only 
be done by a careful introduction of the catheter. No surgeon 
should leave the hospital to enter upon general practice without 
feeling confident that he is competent properly to manipulate this 
delicate instrument; for even now incalculable mischief is fre- 
quently perpetrated through ignorance or want of skill. 


§ 4. Albuminuria—Among the various deviations from the 
normal or healthy condition of the urine, this is unquestionably 
that most frequently met with, and in diagnosis the most import- 
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ant, whether we consider the serious consequences to the patient 
which directly spring from a permanent condition of albuminuria, 
or its influence in modifying or giving rise to other disorders 
which may be indirectly traced to disease of the kidney. The 
name does not merely imply that the urine contains albumen, but 
is used to express a condition which we know to be associated 
with organic change of structure in the kidney. I have preferred 
employing it, because the nomenclature of diseases of the kidney 
has undergone some changes of late, which have rendered the 
meaning of “Bright’s disease” somewhat uncertain: because, too, 
there seems no great practical advantage in discriminating (if 
they can be distinguished during life) between a small granular 
kidney and a large, smooth, and mottled one; and, still more, be- 
cause it is the presence of albumen in the urine from day to day, 
and the partial absence of other Constituents, which produce the 
baneful consequences on the patient’s health. Albuminous urine 
during life is to us much more important than the changes of struc- 
ture revealed by dissection; the presence of albumen is a fact which 
can be readily appreciated in diagnosis, and which, coupled with 
diminished specific gravity, implies the deficiency of other ele- 
ments—a circumstance not less important, but not so easily as- 
certained by analysis; and the name albuminuria will ‘equally 
express the effect of destruction of tissue by the development of 
cysts, of the absorption caused by dilated ureters and tubes from 
pressure or obstruction, and the more common condition found in 
degeneration, by whatever name they may be designated. 

The commencement of the disease is very rarely traceable. 
Some have thought they might venture to go back to an attack 
of scarlatina; occasionally we may have a really truthful history 
of an attack of nephralgia, which post-mortem appearances enable 
us to associate with the subsequent changes; but these are the 
curiosities of diagnosis, and their practical. value is not great. 

The patient gradually loses strength, becomes pale, finds him- 
self liable to catch cold, or suffers from headache, or from diar- 
rhoea; in fact the symptoms presented are exceedingly ill-defined, 
and it may be not until anasarca makes its appearance that he 
supposes himself seriously ill, When questioned, he will gene- 
rally admit that he has suffered from pain in the loins of a dull, 
aching kind; but how many suffer in the same way from weak- 
ness only, who never have albuminous urine... The circumstances 
in the aspect of the patient-~which prepare us for the discovery 
of albumen in the urine are a waxy or an extremely pallid face, 
with pearly eyes, and puffiness around the eyelids, or cedema of 
' the ankles, which the attendant may notice before the patient 
becomes conscious of it. Such indications are the more valuable, 
inasmuch as the albumen may for a time, in the progress of the 
case, be reduced to a mere trace; in fact, it occasionally disappears 
altogether, and repeated analysis may be needed to make out 
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the true nature of the case. But they are only to be regarded 
as hints of what may probably be discovered; they result from 
the cachexia of the disease, and may be seen in other cachectie 
states, of which anseinia is a prominent characteristic. 

When dropsy is fairly established, it then becomes of import- 
ance, in regard to treatment, to have clear notions of its cause; 
and as has been already pointed out, the first question is whether, 
if there be coincident ascites, the effusion occurred first in the 
abdomen or in the areolar tissue; then, following the order 
we have adopted, the condition of the heart must be carefully 
examined ; next we inquire whether there be any circumstances 
which point to disease of the liver; and lastly we examine the 
urine. But the existence of one form of disease does not exclude 
the possibility of another being conjoined with it; on the contrary, 
we know that there is a constant alliance between disease of the 
heart and disease of the kidney. 

a. In all cases an abundance of pale limpid urine, of low 
specific gravity, which yields a distinct precipitate of albumen, 
affords certain evidence of serious disease of the kidney. 

b. A very abundant precipitate of albumen, whatever be the 
condition of the urine, can only be caused by disease of the kid- 
ney, whether in the form of congestion or simple inflamniation, 
or of scarlatinal nephritis, or of degeneration at a particular stage, 
or of a special form. 

c. If the amount of albumen be small, the evidence of its pre- 
sence doubtful, and the secretion scanty, the inference is less cer- 
tain when disease of the heart exists, because passive congestion 
of various organs is one of its usual concomitants. When, there- 
fore, there is evidence of valvular lesion traceable to rheumatic 
attacks, urine, which is scanty and loaded, may continue for a 
time to contain a trace of albumen, while no disease of the kidney 
exists: when, on the other hand, the heart-disease is of the form 
of hypertrophy, or dilatation, the continuance of a trace of albu- 
men is ‘a more suspicious sign, because it is not improbable that 
the changes in its muscular structure, as they are not caused by 
valvular lesion, may be the effects of renal disease. In either case 
the diagnosis can only be considered certain when, with an in- 
crease of the secretion, the albumen persists, and the specific 
gravity falls. "Somewhat similar relations have been observed 
when in cases of dropsy dependent on other causes, any special 
circumstance gives rise to congestion of the kidney: such, for 
example, as anasarca accompanying ascites or ovarian dropsy, 
when pressure opposes the return of the blood through the renal 
veins: an exactly analogous relation is said to exist very frequently 
in the dropsy of pregnancy. 

d. When dropsy is not present there are no doubt many cir- 
cumstances which may give rise to the casual occurrence of a 
trace of albumen; and when this change is not constant, and the 
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specific gravity is normal, great hope may be entertained that the 
condition of disease is only transient, and not altogether beyond 
the reach of art. In investigating these cases the microscope 
may be of much service in showing either the presence of a few 
blood-globules, or of pus, or what are called exudation-corpuscles, 
or mucus-globules in such numbers as to resemble pus rather 
than mucus, all of which are found in simple congestion of the 
kidney ; or it may discover fibrinous casts of the tubuli, which 
can only be present in very active congestion, or in permanent 
disorganization. These casts present either a homogeneous appear- 
ance, smooth and transparent, or they are filled up with granular 
matter, and sometimes they contain blood-globules or particles of 
ou. The smooth or waxy casts, as they are called, serve to indi- 
cate the most advanced condition of disease, and those containing 
blood-globules generaily result from congestion ; but their appear- 
ance must not be made too absolutely a guide to diagnosis. 

e. When the urine is tinged with blood, the indications are 
somewhat similar to those derived from the presence of albumen, 
and what is true of the one is in great part true of the other, with 
this difference, that blood may come from any part whatever of 
the urinary organs and passages. The first question when blood 
is present is, whether more albumen can be precipitated than is 
accounted for by the admixture of blood if it had been added after 
the urine was voided, This is a point which experience only can 
determine, and for which no rules can be laid down. When we 
conceive the amount of albumen to be greater than would be 
contained in urine colored by blood to the same extent, it must 
be regarded just as if the blood was not present, for we know that 
the excess of albumen must be secreted by the kidney; when the 
amount of albumen is small, the next question is as to the source 
of the hemorrhage; and probably the only reliable evidence of its 
coming from the kidney is when the microscope discovers tubular 
casts. The existence of small clots, visible to the naked eye, 
proves that the hemorrhage has occurred in some part of the 
canal from the pelvis of the kidney to the end of the urethra, and 
not in the kidney itself: and then there are generally local symp- 
toms to guide us in determining at what point it took place. 
Sometimes it is distinctly passed before the urine begins to flow, 
and it probably issues from the urethra ; sometimes it only escapes 
with the last drops of urine, when its source is generally the blad- 
der. In females, blood flowing from the uterus may be mixed 
with the urine as it is voided : hematuria is also one of the forms 
of hemorrhage which occurs without any special lesion, depend- 
ing simply on a deficiency of plastic material in the blood itself. 
It is only when the blood retains somewhat of its natural color, 
and the urine is red or pinkish, that doubts regarding the source 
of the hemorrhage can be entertained: when dark-colored or 
smoky, the blood almost certainly comes from the kidney. 

26 
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We do not class the albuminous urine which accompanies the presence of 
pus-globules under the head of albuminuria, because we presume that, in the 
examination of the deposit, this fact has been observed, and it serves to cha- 
racterize distinct conditions of the kidneys or urinary passages. It must, 
however, be remembered that one of the features by which we are enabled to 
distinguish pus coming from the substance of the kidney, is that the urine 
contains an excess of albumen beyond that which is accounted for by the 
admixture of liquor puris. In this respect it is very analogous to hematuria, and 
the question of whether the kidney be directly involved is to be determined 
simply by ascertaining whether it do or do not secrete albumen; the great 
difference between the two is that the blood is poured out in cases of chronic 
disease as an accidental admixture, while pus indicates a special condition ; 
and the albumen is only present because the kidney is altered in function and 
structure by the suppuration. 

In both cases it is possible that the abnormal ingredients may have separate 
sources; the albumen coming from the kidney, and the blood or the pus from 
the bladder or urinary passages. Against such coincidences it is almost im- 
possible to guard, and it would be vain to attempt to lay down rules for diag- 
nosis ; but they are in practice not of very frequent occurrence; the accidental 
hemorrhage would not very greatly modify the treatment of the prominent 
disease of the kidney, and the presence of pus would lead to the adoption of 
similar measures, whether its source were the kidney or not, when it was 
found in a patient with albuminuria. The absolute diagnosis is therefore not 
very essential; and probably some other symptom would suggest the bladder 
ie the seat of suppuration or hemorrhage when they did not proceed from the 

idney. , 

In its results to the economy at large, permanent disorganization of these 
glands is a disease of the greatest importance; the constant drain of albumen, 
which at times passes off in enormous quantity, establishes a state of anemia 
which is more or less the cause of many of the secondary ailments which 
spring from it; and, at the same time, the retention of effete matters, which 
are usually evacuated by this channel, seems to produce a sort of blood-poi- 
soning which increases the anemia, and is the more immediate exciting cause 
of the diarrhoea, and the plastic exudations which so often appear during its 
progress, 


§ 5. Diuresis—As a temporary effect. of direct stimulation of 
the kidney, an excessive secretion of urine is sufficiently common; 
its persistence is very unusual, except as a sign of diabetes. In 
diagnosis, as in pathology, the indications are wholly negative: it 
has to be ascertained that there is no sugar and no albumen; the 
urine is of low specific gravity, and there cannot be any very un- 
usual metamorphosis of tissue: but yet, when the quantity of 
urine is great, no doubt more solid matter passes out of the body 
than in health, and hence there is commonly some emaciation. 
At present it does not appear that any logical view of its cause 
has been suggested. 

The secretion of pale, limpid urine, as an effect of the hysteric 
paroxysm, has been already mentioned ; but sometimes a spurious 
diuresis is kept up for a long time in hysterical persons by what 
might be termed a dypsomania, in which enormous quantities of 


fluid are drunk during the day, and of course find an outlet by 
the kidney. 


x 


§ 6. Cystitis—Inflammation of the bladder is a frequent source 
of pus in the urine; the urgency to frequent evacuation which 
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marks suppuration in the kidney is not so great in cystitis, or it 
is of another kind. The history very often dates from some 
retention of urine in the first instance, as, for example, an una- 
voidable delay in emptying the bladder, followed by over disten- 
sion and subsequent spasm, with fruitless efforts at micturition; 
perhaps the presence of stricture in males, or in females the pres- 
sure of an enlarged uterus renders it impossible thoroughly to 
empty it. It is immaterial whether the first distension be the 
cause of the inflammatory action which ensues, or whether it is 
produced by the retention of a small portion of urine on each 
occasion, which by its decomposition acts as a ferment on what is 
subsequently secreted; the whole contents of the bladder becom- 
ing ammoniacal, irritating the mucous membrane, and giving rise 
to purulent secretion. ‘The latter is evidently the mode in which 
cystitis is developed in paraplegia, accompanied by paralysis of 
the bladder, because, by carefully washing it out daily with warm 
water the inflammation may be averted. 

In other cases cystitis occurs as the consequence of stone in 
the bladder, the symptoms of which form no part of medical 
diagnosis; it is only worthy of remark that the irritability of the 
bladder connected with calculus, while causing its frequent evacua- 
tion is specially accompanied by pain over the arch of the pubis, 
at the glans penis, or in the perineum; and that for a long time 
the urine continues to be clear and transparent after the irritation 
has been excited, not thick and opaque as when mixed with pus, 
because the purulent secretion is only a later event in the pro- 
gress of the case. In inquiring into the origin of symptoms, a 
distinction must be made between the difficulty in passing the 
urine, when it is. voided in a small stream in stricture, and the 
sudden stoppage of a full stream which occurs in cases of stone. 

Sometimes cystitis comes on as a catarrh of the bladder, propa- 
gated from the urethra, in cases of gonorrhoea; simple idiopathic 
catarrh is necessarily very rare. & 

The principal source of information is the condition of the 
urine itself; when pus is derived from the kidney, as a general 
rule the urine is acid, decidedly albuminous, and the pus falls as 
a sediment to the bottom; when derived from the bladder, the 
urine is alkaline, the amount of albumen not so great, and the 
pus more or less altered in character, becoming ropy and resem- 
bling mucus. Casual circumstances and the effect of treatment 
may alter these facts for atime, but, when observed in the first 
instance, or remarked as a usual condition, the evidence they 


afford, combined with the history of the case, are quite character- 
‘istic of the true nature of the disease in each of its forms. 


§ 7. Diabetes: —The chemical test for the presence of sugar is a 
very certain one if applied with sufficient care; but the whole cir- 
cumstances connected with confirmed diabetes are so distinct that 
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the diagnosis scarcely requires this corroboration. Unfortunately 
there are few symptoms which can lead to its early detection, 
the amount of urine passed in the twenty-four hours is so little 
regarded by most persons that they seldom think of adverting to 
it till it be in very great excess; it is generally the existence of 
weakness and emaciation which excites the patient’s attention ; 
sometimes the circumstance is observed that where the urine falls 
it leaves a white crust when it dries; sometimes the unusual 
appetite and craving for drinks lead him to suspect that something 
is wrong. 

To the eye of the practitioner the emaciation of diabetes is 
very different from that of other diseases; it is not marked by 
any unhealthy appearances such as characterize the various 
cachectic states; its combination with hunger may suggest the 
existence of intestinal worms, but in following the scheme for the 
examination of the patient laid down in the early part of this 
work, the very next inquiries lead us at once to the true ex- 
planation. Along with the emaciation and craving appetite thirst 
is excessive, the urine is secreted in large quantity, the bowels are 
costive, and the feces dry and solid; under no other condition of 
disease is the same train of symptoms ever remarked. 


§ 8. Disordered Function—Under the name of functional dis- 
turbances must be included variations in the proportion of water 
and other normal constituents which, as they are elaborated else- 
where, may pass out of the body through the kidneys without 
implying specifie disease of any portion of the urinary apparatus. 
They cannot be easily classed according to the diseases with 
which they are commonly associated; but assuming that the 
history of the case and the examination of other organs has 
already led to an opinion being formed on its nature, we have to 
inquire what additional light may be derived from an examina- 
tion of the urine. 

Excess of water, while it constitutes the whole disease in what 
is called diabetes insipidus, and modifies the characters of the 
urine in other states of disease, is constantly observed in health 
after certain ingesta which stimulate the kidneys, and after an 
hysteric paroxysm: it is really a matter of no great importance. 

Deficiency of water is most remarkable in fevers, and’ in cases 
in which the perspiration is excessive: it is also observed when 
diarrhoea exists, and sometimes as an effect of dyspepsia, the 
urine becoming acid, scanty, and loaded, irritating the bladder 
and urinary passages. The secretion is also scanty when the 
renal circulation is interfered with by abdominal distension or 
disease of the heart, though very frequently in cases of the 
latter class there is more than mere functional disturbance— 
congestion, if not actual disease begun. In dropsy depending 
upon disease of the kidney, the secretion is always diminished 
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while anasarca is on the increase, partly as its cause, but partly 
too as its effect. 

When the proportion of water falls much below the healthy 
standard, those salts which are more soluble in warm than cold 
water, if present in their usual amount, ought to be precipitated, 
forming a sediment: but here another law comes into play, be- 
cause their chemical constitution varies with the amount of what, 
for convenience, we may term free acid or free alkali. If free 
acid be present, the lithates exhibit that form in which they are 
less soluble in cold than warm urine, and they are precipitated 
when the urine is scanty; if free alkali be present, their condition 
is changed, and they are held in solution at all temperatures. 
The deposition of phosphatic or earthy salts is not so dependent 
on the proportion of water, for they are very easily dissolved by 
' free acid, and are very insoluble when free alkali is present: their 
solubility is unaffected by heat. 

This explains to us why in acute rheumatism, when acid 
abounds, and there are copious sour-smelling perspirations, the 
urine-ts always loaded with lithates; whereas in typhus, when 
the powers of life are low, and free alkali is liable to be secreted 
by the kidney, the urine may be very scanty and very deep- 
colored, and yet there is no deposit till some acid be added, when 
the whole becomes turbid. Such urine oftentimes appears slightly 
acid to test-paper, and it would appear that the lithates are secreted 
in the soluble form with excess of alkali, and that the affinity of 
the acid present is too weak subsequently to convert them into an 
insoluble form. The fact is certain, the explanation perhaps un- 
satisfactory ; but it is the only one which our. chemical knowledge 
of these salts at present gives. ; 

When acid is formed in excess in the stomach in dyspepsia, 
and afterwards passes off by the kidney, it tends to check the 
flow of urine, causing a deficiency of water, and at the same time 
it determines the formation of the less soluble lithates, which the 
small quantity of water present cannot hold in solution when 
cold. To speak therefore of an excess of lithates is a fallacy, 
because their deposition may depend merely on the proportion 
‘of water, and the presence of free acid. When lithic acid is 
really in excess, it is more likely to occur in a crystalline form, 
uncombined with any base; and to this the name of the “lithic 
acid diathesis” more properly belongs than to that in which the 
deposit is amorphous. The only valid proof of an excess of the 
amorphous lithates would be that the whole quantity of lithic 
acid passed during the twenty-four hours was ascertained to be 
beyond the average of health. ga} 

To speak of an excess of earthy phosphates is a more complete 
fallacy than that just alluded to. ‘They are so very soluble when | 
free acid is present, so insoluble when free alkali is present, that 
such a deposit indicates nothing more than the fact of the urine 


398 DISEASES OF THE URINARY ORGANS. 


being alkaline. .It is true, that as happens with the lithates in 
typhus, the urine may have a slightly acid reaction to test-paper, 
and yet the ordinary chemical change may not take place; in 
such cases the earthy phosphates may be deposited; and the only 
explanation that can be given is that they have been secreted in 
an alkaline condition, but the acid present is too weak to alter 
their chemical relations; for a single drop of stronger acid at 
once dissolves the deposit. Valuable information might no doubt 
be obtained from a knowledge whether the phosphoric acid be 
really in excess; but this can only be ascertained by a quantita- 
tive analysis, which requires much chemical skill and much ex- 
penditure of time. There is always enough phosphoric acid 
present in the urine to form a deposit when converted into the 
insoluble phosphate of lime. 

A deposit of earthy phosphates then only shows that alkali of 
some sort is in excess. Of this there are three principal causes: 
the decomposition of urea yielding free ammonia; the ingestion 
of alkalies or decomposable alkaline salts; and the secretion of 
excess of ammonia by the kidney: The first of these, when the 
urine is fetid, is very generally associated with cystitis, and is 
also developed in a very short space of time in urine which was 
alkaline on emission; the second is only a casual occurrence, 
which has no pathological value, and is only to be borne in mind 
as one of the possible causes; the third is that to which the name 
of the phosphatic diathesis has been given. It is evidently con- 
nected with states of debility, especially with exhaustion of nery- 
ous energy: we do not expect to find it always present, because 
of the constant daily variations in the acidity of the urine, but 
its recurrence at certain periods may aid us in ascertaining its 
specific causes. It should be remembered, too, that the amount 
of acid in the stomach at any given period is generally in an 
inverse proportion to that in the urine, and I have seen this most 
strikingly exemplified in cases of sarcina ventriculi when the 
fermentation going on in the stomach produced the. greatest 
possible degree of alkalescence. Closely related to this change 
is one in which, without fetor or absolute decomposition, the urea 
is converted into the carbonate of ammonia, a change which is 
meen by boiling, and gives rise to effervescence on the addition 
of acid. 


In general terms, speaking of acidity and alkalescence of urine, we find 
them associated with very opposite conditions of health, modified by the 
actual state of the stomach at the period when the fluid is secreted. A man 
of full habit, who indulges in the pleasures of the table, and is not disposed 
to overtax his mental powers or his nervous system, is very likely to exhibit 
in his urine copious deposits of the ioe of ammonia, especially at those 
times when he has been suffering from acidity of stomach, and the acid has 
begun to pass off by the kidney. Whereas a man of spare habit and nervous 
temperament, during the period of exhaustion following any excitement either 
of brain or nerve, is very liable to phosphatic deposits, especially while the 


FUNCTIONAL DISORDERS. 899 


acid is still in the stomach, and before it has begun to pass off by the kid ney. 
On the other hand, the urine of one whose digestive organs are in an enfeehled 
state will contain the one deposit or the other, according to the period after 
food at which it is examined. 

I think we may notice, with regard to the lithates deposited in such circum- 
stances, that those simply dependent on gastric derangement are of a paler 
color than those which are produced by any excess. T'o some it has appeared 
that the pink color was caused by chemical alteration of. the same coloring 
matter which is secreted by the liver, and the staining of the utensil has been 
taken as evidence of biliary derangement; the investigation of this point is 
not complete, but may be usefully remembered in practice. 


Excess of urea is also one of the functional disturbances of the 
secretion. It is to be regarded as a proof of excessive metamor- 
phosis of the nitrogenized elements, whether in consequence of a 
too abundant supply, or of unusual waste of tissue, as it follows 
on the use of nitrogenized food in excess, or is increased by dis- 
ease. There is apparently no specific cause to which it can be 
attributed; we must be content at present to employ such general 
expressions as disorder of stomach and depressing influences, 
while-observing the fact of general emaciation, sense of lassitude, 
and depression of mind which accompany its existence. 

It is often associated with a deposit of oxalic acid, in the form 
of oxalate of lime. Probably too great stress has been laid on 
the presence of this salt, which has been often regarded as the 
first step in changes of which it is perhaps really the result; and 
this conclusion is the more probable from the very many and 
very varied circumstances in which it is found. It coexists with 
alkaline urine and deposits of phosphates, with acid urine and 
amorphous lithates, with crystals of uric acid, as well as with 
excess of urea: but we may always trace indications of weakness 
and depression, whatever other special characters the case exhi- 
bits. We need not stop to inquire whether it be formed by a 
reconversion of some of the normal ingredients or by imperfect 
oxidation of carbon in the lungs, or whether it be formed at once 
in the process of assimilation, and carried into the urine as it is 
when food containing oxalic acid is taken into the stomach. 


Many other functional disorders might be enumerated, but they are chiefly 
‘matters of curiosity; such, for example, as the presence of fibrin in chylous 
urine, of oily matter, of kiestine in the urine of pregnancy, of a milky albumi- 
nous matter in malacosteon, &c. These cases are so rare that the student 
must be referred to works on diseases of the kidney for further information 
regarding them. It may be added that hematuria is to be regarded as a 
functional disorder when it depends only on some change in the condition of 
the blood, such as is manifested in other parts of the body by spots of pur- 
pura, or by uncontrollable hemorrhage. _ 

The entire dependence of functional disorder on causes altogether beyond 
the kidney itself, is not less remarkable than the extensive associations of its 
diseases with those occurring in other organs. Among fevers we find scar- 
latina giving rise to a form of nephritis with albuminuria: certain forms of 
chronic rheumatism and gout seem to be more or less dependent on degene- 
ration of the kidney ; and the connection existing between gout and uric acid 
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brings that disease into close relation with the erystalline deposit in the 
urine. 

Dropsy is connected in two ways with disease of the kidney; as it is induced 
by deficient secretion of water, which thus necessarily accumulates in the sys- 
tem, or by changes slowly developed in the blood rendering its watery portion 
more liable to transude through the vessels into surrounding tissues. The 
same condition gives rise at times to hemorrhages, especially epistaxis, and 
is always marked by the waxy or pallid hue of anemia. Tubercular phthisis 
often forms the conclusion of a case of diabetes; chorea and delirium tremens 
are each said to cause important changes in the relative amounts of certain of 
the constituents of the urine. 

Head affections are in a most especial manner associated with disease of 
the kidney: convulsions and coma are often the precursors of its fatal termi- 
nation, whether caused by uremic poisoning, or by serous effusion in the 
ventricles, Inalarge proportion of cases of apoplexy granular degeneration 
is found, but the connection of the two is probably to be traced to disease of 
the heart, which is so common in albuminuria. Occasionally this exists as 
simple hypertrophy; at other times there is atheromatous disease of the 
valves, and perhaps of the arteries; the former apparently produced by dis- 
turbed circulation, the latter probably only another expression of that faulty 
nutrition which also affects the kidney. 

Plastic exudations on serous surfaces are to be met with in the pericardium, 
in the pleura, and in the peritoneum more commonly than in other circum- 
stances; and both bronchitis and laryngitis are more severe in consequence 
of the tendency to cedema to which it gives rise. The liver not uncommonly 
presents evidence of coincident disease, which it is not difficult to explain 
when we recognize habits of intemperance as the constant source of mischief 
to beth organs. 5 
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CHAPTER XXXII. 
DISEASES OF THE OVARIES, 


General Considerations— Obscure Origin—Associations.—§ 1. Ova- 
rian Dropsy—Resemblance to Ascites—Distinguishing Characters 
—$§ 2. Tumors—known by their Pelvic Attachments—distinguished 
JSrom Pregnancy. 


In adverting to classes of disease peculiar to the female sex, it must be 
remembered that they are often mixed up with hysteria, and while that unde- 
fined malady may give rise to symptoms in any organ of the body, and may 
simulate any form of disease, the practitioner must be on his guard against 
assuming symptoms to be merely hysterical when they depend on some obscure 
cause which he has been unable to trace. The early changes in the ovaries, 
as they cannot be recognized, must therefore be borne in mind, as affording a 
possible explanation of symptoms otherwise unintelligible: but this is very 
different from the views which we cannot but regret to see advocated by any 
claiming for themselves a respectable position in the profession, who would 
refer to some undefined local changes all the anomalous characters which 
hysteria so constantly presents. If medicine is to be ranked as a science, we 
cannot ignore the clear and accurate teachings of pathological anatomy; we 
may not assign to any disease a cause which post-mortem examination proves 
to have no existence; we may not assume ovaritis, as it has been called, to 
be a common condition in the living, when we know that it is seldom met 
with in the dead body. Pathological anatomy does not teach us what hysteria 
is, but it teaches us in unmistakable language what it is not, and if we learn 
the lesson it conveys, no truth will come home with more force of demonstra- 
tion than this, that neither ovarian changes nor ulcers of the os uteri have 
anything to do with its occurrence, except as they figure in the opinion of the 
practitioner, or engross the thoughts of the patient: more than this—it also 
teaches that disease of the ovaries, though not uncommon, is not of such a 
kind as can be traced to “inflammation” in any of the multifarious forms 
assigned to it. All that can be said of ovaritis is, that were it present its 
symptoms would be undistinguishable from local peritonitis confined to the 

region of the ovary. 


The earlier history of ovarian growths is quite unknown to us, 
The first symptom is generally the patient’s consciousness of 
enlargement of the abdomen: as an indication of disease this is 
classed among “alterations of size ;” and it is worthy of observa- 
tion that, in external form, the abdomen is liable to be unequally 
prominent on one side. ‘The tumor may possibly be recognized 
by the practitioner before its existence is known to the patient 
herself—as, for example, in pressing the abdomen during fever, 
with bowel ailment. More rarely the growth is found out in 
searching for the causes of constipation; but such a condition is 
so common among females in this country that it can scarcely 
lead to the discovery of the disease. Among early symptoms, 
pains in the groins, and a sensation of weight and bearing down 
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in the pelvic viscera are mentioned, and may be of service in 
leading to more careful examination, but they are not in any way 
characteristic. "When enlargement has actually taken place, it 1s 
not unimportant to notice in how many instances there is no dis- 
turbance of the general health. 


§ 1. Ovarian Dropsy.—In the greater number of cases cysts 
are developed containing fluid—ovarian dropsy as it has been 
termed. By percussion over the prominent part of the abdomen, 
want of resonance is discovered, and fluctuation will be made out 
more or less readily in the same situation, according to the stage 
which the disease has reached; but at its very commencement 
this must be imperceptible. In speaking of ascites (Chap. VIL, 
Div. L., § 2) the signs derived from these sources by which that 
disease is characterized were pointed out; we have now to notice 
the indications which the same means of investigation afford in 
cases of encysted dropsy. 

A cyst developed from the ovary commences to one side of the 
mesian line, and consequently for a long period during the con- 
tinuance”of the case, the dulness on percussion occupies one side 
of the abdomen much more than the other: fluctuation extends 
upwards on that side, and can be readily traced so long as one 
hand does not pass far beyond the umbilicus, but becomes at 
once obscure when it is placed towards the flank on the resonant 
side. When these two observations correspond, the evidence is 
more satisfactory than that derived from any other source ; some- 
times it is even more striking when the fluid is contained in 
several cysts, and the tumor is multilocular. In such cases fluc- 
tuation may be most clearly perceptible while the hands are placed 
only afew inches apart, but becomes obscure as soon as the bound- 
ary between two cysts is passed ; indeed the position of the septa, 
as they reach the surface of the abdomen, is sometimes distinctly 
defined. Occasionally the enlarged ovary very early assumes a 
central position with reference to other viscera, pushing them 
aside into both lumbar regions pretty equally, and approaching 
the anterior wall of the abdomen in the hypogastrium; and then 
the diagnosis requires more care. . 

As the disease advances it gradually encroaches more and more 
on the whole cavity of the abdomen, and then we have recourse 
to other measures to ascertain that the fluid is cysted, and not 
free in the peritoneum. 

The principles have been already Jaid down (p. 108) which 
ought to be present to the mind in every case that comes before 
us, and they are equally applicable to the most self-evident as to 
the most obscure. Rising out of the pelvis, as the diseased ovary 
does, it is very often possible to trace in the lumbar and iliac 
regions resonant bowel pushed aside, not floated upwards upon 
the surface of the fluid. Even when the greater part of the in- 
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testines have been forced into the thorax by the enlargement of 
the cyst the ribs do not spread out as when subjected to the pres- 
sure of fluid lodged in the peritoneum, and the abdomen has a 
globular form; at the same time, the height to which the dulness 
extends is not equal, but at some point resonance descends far 
“below the level to which the fluid rises at another; for the very 
same reasons the relative positions of dulness and resonance are 
but little altered by change of posture. 


. At the risk of repetition it must be remarked that the whole of the facts 
upon which our inductions are formed may be resolved into the simple effects 
of the laws of gravitation, as modified by the circumstance of the fluid being 
free in the peritoneum, or confined in a cyst, and the intestine, which is speci- 
fically lighter, being at liberty to float on its surface or not. Hence, in apply- 
ing the fact of resonance being observed below the fluid level, or even in the 
-groin, we must remember that it may be produced by a portion of the intestine 
which is naturally limited in its movement, or one tied down by old adhesions. 
Mistakes are less likely to be made in observing the effects of change of pos- 
ture, except when the whole of the viscera are pushed up under the ribs; the 
relative position of the fluid and the intestine in such circumstances cannot 
be so readily altered. — 

In mere physical diagnosis those cases most resemble ovarian dropsy in 
which adhesions have been formed in consequence of an attack of peritonitis, 
by which the fluid effused is as much limited in position as if it had been con- 
tained in a true cyst. In such, however, the general symptoms, which are 
those of chronic peritonitis, are much more severe than are ever observed in 
the smaller sized ovarian cysts, which alone they resemble; and the history, 
if correct, is wholly different. The one commences with a severe attack, of 
which pain in the abdomen is a prominent feature, and continued uneasiness, 
tenderness on pressure, quick pulse and emaciation mark its progress ; in the 
other, the commencement of the disease is not easily traced, pain is at no 
time severe, and the general health is not much disturbed until it has lasted 
for a long time. 

When the cyst is not very large, and its position central, there are two 
conditions which may produce analogous phenomena—a bladder or a uterus 
distended with fluid. In the former our necessary inquiry into the amount 
of the urine will be answered by a report either of retention or incontinence : 
no water passed at all, or a constant overflow from the paralyzed viscus, and 
either circumstance is sufficient to suggest the employment of the catheter. 
Hydrometra is so rare a form of disease that it may almost be passed over, 
and would be best recognized by vaginal examination, which may always be 
had reggurse to when any doubt exists as to the nature of a local collection 
of fluid in the abdomen. 

~The remarks on this mode of investigation must be reserved till the diag- 
nosis of solid ovarian tumors has been discussed. 


- § 2. Tumors.—The term is only relative, as in most instances 
the diseased structure contains cysts with larger or smaller collec- 
tions of fluid; and in the earlier stages, those in which the fluid 
ultimately accumulates to the greatest extent are scarcely dis- 
-tinguishable from those in which none at all is found: were the 
distinction more easily made, the information gained is of no 
practical importance, except we have regard to the more rapid 
growth and speedily fatal termination of some of the forms of 
solid growth. It is chiefly in these that symptoms are to be met 
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with such as have been already mentioned as the only facts in 
the history of ovarian disease which can call attention to its ex- 
istence: pains in the groins, a sense of weight and bearing down 
among the pelvic viscera, constipation, hemorrhoids, and painful 
defecation; occasionally, too, the functions of the bladder are in- 
terfered with, but this chiefly occurs at a later period, when the 
tumor rises out of the pelvis. During its growth, occasional 
attacks of more severe pain may take the place of the constant 
dragging sensation, and as this may imply that the sensation is 
excited by local peritonitis, and is not the mere pain of abnormal 
growth, the observation would be of importance if the question 
of excision were ever entertained. 

When felt above the pubis, the surface of a solid tumor is 
seldom perfectly uniform, especially when it is one of rapid 
growth; the feeling of elasticity is sometimes closely allied to 
the sense of fluctuation when the latter is obscured by the depth 
at which the fluid is placed beneath the parietes and the thick- 
ness of the walls or the multitude of the cysts. Before it can 
be reached in this situation it must already have acquired some 
size, and therefore it cannot very well be confounded with fibrous 
tumor of the uterus: its mobility will distinguish it from chronic 
matting together of the tissues by local peritonitis: and its deep 
connections leave no room for the supposition that it is attached 
to the bones of the pelvis: at the same time, it is distinguished 
from omental growths, or malignant enlargement of abdominal 
glands, by oyr being able to trace it under favorable circum- 
stances down into the pelvis. No certain conclusion can be 
arrived at if the abdominal walls be tense and resisting; but 
when the patient is placed in a proper position, and the resistance 
can be overcome by gradual pressure, the practitioner can always 
place his hand between the brim of the pelvis and the growth, 
when not ovarian, and cannot do so when the seat of the disease 
is the ovary itself. 


The position of the tumor generally determines that it is not due to preg- 
nancy in its ordinary form: the exceptions are when the tumor is central, or 
the pregnancy is tubal. The distinction in these cases must depend almost 
entirely on the absence or presence of other signs of pregnancy, and it is to 
be remembered that the two conditions may coexist, and nothing is lost by 
waiting for the termination of gestation before pronouncing a definite opinion. 
In place of giving an elaborate account of the signs of pregnancy, which does 
not come into our classification, I would refer my readers to the treatises 
especially devoted to this subject, only remarking that this question, perhaps 
more than any other, calls for the exercise of common sense. The history is 
full of instruction, if rightly read ; the time of the cessation or alleged irregu- 
larity of menstruation, and its assigned causes, compared with the manner of 
the patient; her appearance with regard to size, aspect, carriage, &c., give the 
practitioner hints that need not be quite disregarded, even when he is told of 
the casual recurrence of the menstrual flux; in exceptional cases, when men- 
struation was irregular at the time of conception, or has persisted regularly 
since, the sum of the signs from the breast, from the abdomen, and from the 
tactus erudatus per vaginam, are sufficient for his guidance if taken together. 
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Perhaps it is scarcely stated in general with sufficient distinctness that the 
color of the areola is of much less moment than the development within it of 
the glandular follicles; it is asserted also that the fluid which so frequently 
oozes from the mamma presents under the microscope all the appearance of 
milk in cases of pregnancy: and as the result of my own experience I may 
state that the undefined fulness of the abdomen, and the feeling of solidity 
perceived in pregnancy, is never exactly simulated by enlargement from any 
other cause. The sound of the foetal heart is unquestionably the most con- 
clusive evidence, but it is often difficult, and sometimes impossible to discover 
it. Whatever be the conclusion arrived at by the practitioner, he must exer- 
cise great caution in communicating it to the patient, or her friends, except 
he have heard the sound of the fcetal heart or felt the movement ofthe living 
child. He may raise hopes which are never to be realized or excite appre- 
hensions in the minds of friends which are wholly unfounded; and in either 
case justly forfeit the confidence of his patient by grounding a positive opinion 
on insufficient data. I know no circumstance which can render an absolute 
diagnosis of early pregnancy a matter of real importance: the progress of the 
case will speedily solve all doubts. 


Digital examination detects, in the early stages of ovarian dis- 
ease, a tumor to one side and at the back of the vaginal wall— 
movable, but independent of the uterus, which at this period re- 
tains its normal position. As the ovary enlarges, the uterus may 
be somewhat pushed down: at a later period it is drawn up, and 
the neck is sometimes most remarkably elongated. The mobility 
of the mass and its regular form, as perceived in this examination, 
are the points which especially distinguish it from the matting 
together of tissues which is produced by local peritonitis of a 
chronic form; and the elongation of the neck of the uterus, when 
any change occurs in that organ, proves that the enlargement is 
not a consequence of pregnancy. 
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CHAPTER XXXITI. 
DISEASES OF THE UTERUS. 


§ 1. Amenorrhwa—§ 2. Menorrhagia—§ 8. Leucorrhea— Vaginitis 
—§ 4. Tumors—fibrous—polypous—§ 5. Prolapsus—Malposition 
—§ 6. Congestion— Ulceration—§ 7. Cancer. 


THERE is but little to be said on the diagnosis of this class of 
diseases, which are perhaps legitimately regarded as a special 
department of practical medicine: but in the very fact of a spé- 
cialité there is a tendency to abuse, and unfortunately persons are 
always to be found who will use any pretext to extend their own 
fame and to enrich themselves without any feeling of honor, 
without any sense of morality or propriety. A professional sect 
has grown up in England in consequence of the minute—the 
needlessly minute investigations of the accoucheurs of France, 
which, impelled by such motives, assumes to itself, under the 
guise of this spécialité, the management of all the diseases of the 
female sex; rightly or wrongly, with reason or without reason, 
referring them all to changes in the uterus. Diseases are spoken 
of as of frequent or constant occurrence which we search for in 
vain, except in a very few instances, in the dead body. In reality, 
small as is our list of local maladies connected with the uterus 
and vagina, even these are mainly due to constitutional causes, 
and are best met by constitutional remedies. 


§ 1. Amenorrhea.—Absence of the catamenia must be distin- 
guished from chlorosis, inasmuch as tardy, scanty, painful and 
suppressed menstruation are very often found altogether indepen- 
dent of general signs of anzemia; the face may be florid, the pulse 
good, the body well nourished, and the general health fair, not- 
withstanding the coexistence of amenorrhcea. Perhaps all this 
indicates a condition of local as well as general congestion which 
interferes with the due performance of the function, but quite as 
often the aspect of the patient is fallacious, and the real condition 
is atonic, the color of the face being the effect of venous conges- 
tion rather than of general plethora. This is. proved not only by 
the coldness and clamminess of the hands and feet, but by the fact 
that the menstrual functions become regular under the judicious 
employment of tonics, and that if they be not regulated, chlorosis 
will speedily supervene. 

When dependent on local causes, total absence of the secretion 
may persist through life; or the fluid, unable to find an outlet, 
may accumulate in the uterus and vagina: in each of these there 
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is some defect of organization. In other instances, exposure to 
cold exerts some influence on the uterus, probably in the first 
place causing congestion, which is followed by sudden suppression; 
but, if the function be not speedily restored, a constitutional state 
is developed, and the disorder loses its local character. 

Though so intimately connected with age, the function is really 
dependent on the development of organs which age implies, and 
therefore in cases of retarded menstruation we have to look to the 
girlish or womanly appearance of the patient before interfering 
with the uterus; while, in the absence of the catamenia after 
mid-life, we have to remember that the involution of the uterus 
and ovaries takes place much earlier in some females than others. 
Suppression for a time almost always follows after an attack of 
any severe disease, and, if the individual have attained a certain 
age, may be persistent. . 

In amenorrhcea which is not accompanied by anaemia we must 
always remember the possible coexistence of pregnancy: this 
suspicion is more likely to be just if previously the catamenia 
were always regular, and is proportionally less probable if they 
have been irregular in their appearance. 


Irregular menstruation is only to be regarded as a symptom of constitutional 
disturbance, and not as a local disorder. The catamenial periods are then 
often attended with pain; dysmenorrhea is sometimes also complained of 
when the flux is regular, but scanty or pale: in all of these the disorder is 
unquestionably dependent on constitutional causes. ‘The pain in such cases is 

robably neuralgic, as it is associated with other sensations of an analogous 
Find, headache, backache, &c.: it generally precedes the menstruation, and is 
most intense at the commencement of the discharge. 

In other instances painful menstruation is accompanied by no diminution, 
but perhaps by excess of the catamenia, and may be connected with hemor- 
rhoids, loaded bowels, &c., or with other diseases of the uterus, irritability, 
tenderness, fibrous tumors, &c. Sometimes coagula are discharged in place 
of the ordinary fluid, or it is mixed with membranous shreds. We have no 
knowledge of the pathological causes of these states, and must be content 
with the explanation which disordered function conveys. _ 

I think we must be cautious in admitting the possibility of a contracted 
state of the orifice as a cause of dysmenorrhea. Dilatation at all events 
constantly fails in relieving it. 


§ 2. Menorrhagia.—This term does not include occasional 
hemorrhage, but must be restricted to the undue persistence and 
the too frequent recurrence of regular menstruation. It is most 
commonly dependent on some general state of system; rarely 
produced by plethora, it is much more frequently due to im- 
poverished blood: hence it is seen in disease of the kidney or in 
general debility, increasing the anzemia which accompanies these 
conditions. 

Sometimes it is the consequence of undue excitement of the 
sexual organs: and it is not an uncommon consequence of the 
imperfect return of the uterus to its normal state after tedious 
labor or miscarriage. 
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Occasionally hemorrhage very closely resembles menorrhagia 
when it comes on at regular intervals, and these are determined 
by the congestion or whatever else it is that gives rise to the 
monthly return of the menses; but hemorrhage means something 
more than mere excess of the natural flux. It is associated either 
with destruction of surface, or with polypous or fibrous growth, 
or with irregular position of the placenta in pregnancy; some- 
times it appears during the early periods of pregnancy, simulating 
irregular rather than excessive menstruation: in all cases, sooner 
or later, hemorrhage ceases to wear the aspect of regularity, and 
its irregular appearance is the best indication that it 1s not 
menorrhagia. 


§ 3. Leucorrhea.—This disorder is nothing more than an ex- 
cessive secretion of the natural mucus which lubricates the passage. 
Attempts have been made by discriminating the especial charac- 
ters of the secretion, to determine whether it comes from the 
uterus or the vagina. These facts may be interesting as curious 
pathological researches, but they are of no value in practice: 
whatever restores the tone of the system at large, and along with 
that gives a healthy character to the mucous lining of the gene- 
rative organs, relieves leucorrhcea; local remedies may aid in its 
removal, but alone, though they check it for a time, they leave 
the cause of the disorder untouched. It is not a true catarrh, and 
this it is which best distinguishes it from gonorrhoea: the latter 
begins with irritation of the vagina, and possibly of the urethra, 
causing painful micturition; this is soon followed by a copious 
secretion of thick puriform matter, which gradually assumes the 
character of a thin discharge, and cannot be distinguished from 
leucorrhcea: it is the history alone that enables us to distinguish 
in cases of long standing between the one disorder and the other. 

In children true catarrh of the vagina, vaginitis as it is called, 
is not uncommon, It attacks the very same individuals who are 
from cachexia liable to ulcerations of the mouth, to excessive im- 
petiginous eruptions with copious purulent discharges; and like 
them is manifestly constitutional. It has often given rise to un- 
founded suspicions end charges of crime, but there ought not to 
be any doubt in a medico-legal point of view, because of the 
absence of bruises or local injury; there are no signs of inflam- 
mation present except a degree of soreness or irritation of the 
surrounding skin from the purulent secretion lodging upon it. It 
may be dependent on the presence of ascarides. 


Whenever vaginal discharge is spoken of, we ought to ascertain whether it 
be at all offensive, because it may be induced by cancerous disease: if blood- 
tinged at other than the monthly periods, it is not improbable that it is de- 
pendent on commencing scirrhus. 

_ Leucorrhea is so uniformly connected with causes independent of the uterus 
itself, that its associations demand general investigation much more than its 
amount or its other peculiarities. It is found with an anemic state, with a 
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flabby and relaxed habit, or with a condition of the rectum which excites 
irritation of the uterus or vagina. Upon a correct knowledge of these rela- 
tions depends the successful treatment of the disease, and, on the other hand, 
its existence serves to point out the actual condition of a patient who may be 
seeking relief for other disorders, or explains some derangement of health 
which might otherwise be misunderstood. 


§ 4. Zumors.—It is unnecessary in such a short summary to 
separate the fibrous and the polypous tumors, because their re- 
cognition is almost wholly a question for the professed accoucheur. 
They are both frequently marked by the recurrence of occasional 
hemorrhage, by bearing down, sense of pain and weight, &Xc., 
which call attention to the condition of the uterus itself. A fibrous 
tumor may often be felt through the abdominal walls, just at the 
‘brim of the pelvis, when it is situated in the body of the organ: 
its central position and its elevation serve to distinguish it from 
commencing ovarian tumor; polypous growths can only be de- 
tected by examination per vaginam. 


Both diseases may continue for a long period without the possibility of their 
being actually traced. We infer the probability of polypus when occasional 
hemorrhage is accompanied by constant leucorrhcea, and a sense of bearing 
down; when at the same time, the os uteri is partly open, and there is no 
hardness or irregularity of its lips. A fibrous tumor, again, may be sus- 
pected when there is menorrhagia unconnected with general disorder, or 
traceable alteration of parts, and which has not been attended with pain; and 
when, in course of time, this is followed by discomfort-in micturition, or by 
bearing-down pains and efforts at expulsion. z 


§ 5. Prolapsus.—The sense of weight and bearing down is con- 
stantly produced by actual displacement of the womb. The his- 
tory very generally dates from previous pregnancy, when the pa- 
tient got up too soon, or continued in an enfeebled state at the 
time when she was allowed to get up; the ligaments fail to retain 
‘the organ in its proper place, and it falls by its own weight. 
Sometimes in women who have never borne children an unusual 
tension of the abdominal walls, by strain or violent effort may 
cause descent of the uterus, just as it may cause hernia. Occa- 
sionally it is produced by the constant carrying of heavy weights; 
and the fact is only to be ascertained by examination. 


Of late years we have heard a great deal of forms of prolapsus, which very 
often exist only in the mind, perhaps we may venture to say, in the mouth of 
the practitioner, anteversion, retroversion, anteflexion, retroflexion; the for- 
mer implying a displacement of the whole organ, the latter, that its body 
becomes flexed or bent on itself. No doubt retroversion does occasionally 
occur, as a very painful and annoying form of displacement, pressing upon 
and greatly interfering with the action of the rectum ; anteversion must be a 
very rare condition considering the daily and hourly distension of the bladder, 
which lies in front of the uterus. Anteflexiou, as has been pointed out by 
some French physiologists, is the natural form of the womb in early life, and 
though it may continue abnormally after pregnancy, or may be even exag- 
gerated, it seems absurd to assign any importance to It except when aggra- 
vated by the existence of a tumor, or abnormally fixed by peritoneal adhesion. 
Retroflexion is the most unimportant among the changes of position. 
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Prolapsus may be limited to the walls of the vagina, or they 
may be involved in the descent of the womb. This often gives 
rise to more annoyance to the patient in walking or making 
any exertion than prolapsus uteri when free from such a compli- 
cation. “One of its most prejudicial consequences is when a por- 
tion of the bladder descends into the interior of the fold of mu- 
cous membrane, rendering it impossible to evacuate its contents 
completely; the same sequence of events occurs as when the 
bladder is paralyzed; the urine decomposes, irritation of the 
bladder is set up, unhealthy mucus is secreted, and chronic cys- 
titis is established. 

Valuable information in regard to diagnosis is also gained from 
an. opposite condition, when the os uteri is found unusually high 
up. It is constant in pregnancy after the fourth month; it is 
often found when there has been local inflammation of the sur- 
rounding tissues; and it affords one of the most complete con- 
trasts between large ovarian dropsy and ascites, because in the 
latter the uterus is always depressed. , 


§ 6. Congestion and Ulceration—A very prominent place has 
been given by certain practitioners to inflammation and ulcera- 
tion of the os and cervix uteri; yet they are comparatively rare, 
and, as substantive diseases, unimportant. They do, indeed, ac- 
company other conditions which may be of serious moment to 
the health of the patient, but in their uncomplicated form their 
ephemeral notoriety will ere long have passed away ; true patho- 
logy and useful practice have been neither advanced nor bene- 
fited by those who have made them their study; and posterity 
will regard very differently the inventor of the stethoscope and 
the speculum. 

Simple congestion may be the consequence of over-excitement, 
or of sudden suppression of the catamenia; it may be excited by 
irritation of the rectum, or it may only be an exaggeration of 
that normal condition which produces the menstrual discharge; 
it is often associated with tumors of the uterus, or with prolapsus 
of the organ. After repeated pregnancy, enlargement, fissure, or 
irregularity of the os uteri may be often detected, to which 
the name of congestion is evidently inapplicable; but sometimes 
enlargement of the whole organ continues after delivery, and a 
state of venous congestion is maintained, which may result in 
hypertrophy or induration. — . 

Inflammation, as applied to a muscular structure, is generally a 
misappropriation of language; the event we know to be a rare 
one. When acute or subacute symptoms are present, their true 
source is in the mucous membrane which lines its interior, or the 
serous layer which incloses the womb and its appendages. Such 
circumstances occur as a consequence of the puerperal state, and 
there is no more frequent cause of partial peritonitis (see Chap. 


; 411 
XXVIL, § 1, a): they are also developed occasionally in females 
with irregular menstruation; ‘and the lining membrane of the 
uterus has been sometimes inflamed by the presence of the gonor- 
rheeal poison. 

What has been called ulceration is generally only an aphthous 
or granular condition of the mucous membrane, and depends 
simply on constitutional causes: very often a patch of adhering 
mucus has been mistaken for an ulcer: sometimes it is only a 
creation of the fancy ; perhaps occasionally the result of excessive 
leucorrhcea; it is then but a symptom, and a very minor one. 
True ulceration is almost certain to be either a development of 
scrofula, the result of cancerous disease, or of syphilitic poison. 
If none of these causes be present, we may safely regard the ulcer 
ation as of no consequence in so far as it is a local malady. 


The states of which we have just spoken are described as giving rise to a 
very great variety of symptoms: but with the exception of the feeling of 
weight and sense of tenderness which are the real exponents of congestion, 
the relations have been found to be wholly casual. By carefully recorded 
observations it has been ascertained that the excess and diminution of the 
menstrual flux, the leucorrhceal discharges, the varied sensations and imagin- 
ings of hysteria, were quite as frequently traceable in cases which presented 
none of those characters which are said to mark “inflammation and ulceration 
of the os uteri” as in cases in which the advocates of this new nosology would 
have discovered the more direct signs of its presence. That these signs do 
indicate any important condition is probably a false inference, but that the 
other symptoms of which we have spoken are in any way excited by it, is 
absolutely disproved. 

Tenderness to the touch, while very probably indicating congestion, must 
at times be regarded as rheumatic, or neuralgic, because of the absence of 
anything else indicating inflammatory action, and one of our first principles of 
diagnosis is, that pain and tenderness are not to be regarded, when standing 
alone, as evidence of inflammatory action. Induration, perceptible hardness 
of the neck of the womb, is generally to be viewed as a consequence of past 
inflammatory action of some kind or other ; but when accompanied by irregu- 
larity of surface, it is one of the early indications of cancer. 


$7. Cancer.—Nearly all the symptoms of uterine disorder which 
have occupied our attention may be excited by the commence- 
ment or progress of malignant disease: menorrhagia, or true 
hemorrhage, painful menstruation, leucorrhceal discharge, sensa- 
_tions of discomfort, uneasiness, and bearing-down, as well as true 
pain, are each to be found in various instances. In its advanced 
stages no one who supposes himself at all conversant with the 
evidences of uterine disease ought to have any difficulty in recog- 
nizing it. The wan and unhealthy aspect of the patient and the 
odor of the disease may reveal it without the need of asking a 
question; if it have made less progress, the existence of pain, of 
occasional hemorrhage, of constant discharge, which has very 
often a peculiar color, or may have to the patient’s own conscious- 
ness a disagreeable odor, partial emaciation, and sallowness are 
its usual characters. But any or all of these symptoms may be 
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partially or wholly absent, especially at the commencement of the 
disease : it may cause no pain, no hemorrhage, no discharge differ- 
ing from leucorrhcea, no emaciation or malignant aspect. Digital 
examination will detect the roughness, irregularity, or hardness 
of commencing cancer with more certainty, and at earlier periods, 
than ocular examination with the speculum. But is examination 
often or always to be resorted to? ‘To this question I would 
reply that we must be on our guard against the fancied excellence 
of accurate diagnosis, remembering that it is our business to treat 
disease, not to be supremely wise: one examination, when desired 
by the patient or her friends for their information, can do no 
harm; repeated examinations can do no good. We may con- 
clude, with every probability of truth, that in such indistinct 
cases the persons who think most and talk most of the state of 
their uterine organs have nothing really the matter: if by exami- 
nation we have discovered what we deem the indication of com- 
mencing scirrhus, the information is really of very little use; the 
knowledge is unquestionably valuable, but we can neither make 
use of it to arrest a disease which we believe incurable, nor to 
warn the patient of impending danger, when our convictions are 
not quite certain. -By a little delay the symptoms become more 
pronounced, the examination more called for, and the result more 
certain; in the early stages of disease, it is therefore unwise to 
press for it, if we mean to act as honorable members of the pro- 
fession: the uncompromising practitioner must be always prepared 
to say that he has discovered some curable form of disease, to 
justify his own proceedings, and to secure the confidence of his . 
patient. A digital examination ought always to precede the use 
of the speculum, which may be productive of much mischief if 
introduced in cases of cancer. 
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CHAPTER XXXIV. 


DISEASES OF THE BONES, JOINTS, AND MUSCLES. 


Div. I—Diseases of Bones and Joints—their Constitutional Cha- 
racter— Periostitis—Rachitis—Mollities—Fragilitas. 


Div. 11.— Diseases of Muscles. 


DIvIsion I.—DIsEASES OF BONES AND JOINTS. 


THE more important points with reference to diseases of the 
joints have been already mentioned (Chap. V., § 4), and it is only 
in their relation to rheumatism that they can become the subjects 
of medical diagnosis. Their local management is referred to the 
department of surgery, and probably for this reason they are not 
regarded. as legitimately belonging to the practice of medicine: 
but. in fact they are almost invariably associated with depraved 
constitutional states, and must be met by remedies addressed to 
the system at large ;.in this view much of the knowledge regard- 
ing their treatment must spring from an acquaintance with the 
characters by which these conditions are recognized. 

In very many cases the disease which has become located in 
the joint, from whatever cause it may have been originally de- 
rived, is beyond the aid of remedies: structures have been removed, 
or materially altered in their minute organization, and new forma- 
tions have been added, which can no longer be modified by treat- 
ment suited to the primary disease; even surgery is unable to 
offer any material relief. These changes sometimes serve as land- 
marks by which we are enabled to define more exactly the nature 
of a subsequent attack. We recognize gout by its tophaceous 
deposits, as they are called; rheumatic gout by chronic thickening 
of the ligaments and distortion of the joints; and we feel greater 
certainty that the case is one of simple rheumatism when all 
traces of previous suffering have disappeared: in cases of repeated 
seizures, the symptoms tend to become less and less distinctive 
of the special malady, and to present a certain similarity of cha- 
racter. ae j 
Inflammation of bone, whether ending in suppuration or in 
necrosis or caries, belongs entirely to the surgeon, because local 
treatment and operative interference are constantly demanded. 
Periostitis, according to its origin, is regarded either as medical 
or surgical. It often has a distinctly rheumatic character: but it 
is still more frequently syphilitic. It consists of a local enlarge- 
ment on the surface of the bone, tense and tender, very generally 
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smooth, but sometimes also irregular, interfering more or less with 
voluntary motion, because of its relations to the origin or insertion 
of muscles, but not hindering passive movement, unless its position 
be in close proximity to the joint; these characteristics point very 
plainly to periosteal inflammation. When the acute stage 1s past, 
or when the affection has come on more gradually, the thickening 
and induration may be accompanied by very little pain. Its rela- 
tion to secondary syphilis is so constant that the discovery of nodes 
is very often sufficient to guidé our determination in an obscure 
case: their most common situation is on the front of the tibia, 
and next in frequency over the cranium. 


In all affections of the bones and joints in which motion is interfered with, 
we have to bear in mind the remarks already made upon posture and gait, 
and upon active and passive motion: these modes of examination serve to 
point out the various conditions of stiffness or immobility, of pain produced 
by the muscular effort, and of pain produced by the motion of diseased sur- 
faces on each other, or by the stretching of inflamed ligaments; distinguishing 
them from muscular paralysis. Loss of power is the usual complaint of the 
patient, when the condition consists really of inability to use the power which 
exists. 


Rachitis is essentially a disease of childhood, and is only known 
by the deformities, whether permanent or transient, to which it 
gives rise. In middle life, somewhat analogous effects result 
from mollities ossium, though pathologically the diseases are differ- 
ent; in the one the bones bend but do not break, in the other 
there is generally a great tendency to spontaneous fracture. True 
fragility, fragilitas ossiwm, as it used to be called, is, on the other 
hand, more closely allied to atrophy, and is very generally a 
disease of old age, when the absorption of tissue exceeds its re- 
production. 


In rickets and in mollities ossium the earthy constituents of bone are dimin- 
ished, but their different characters are caused by the circumstance that in one 
the bone-earth is not deposited in sufficient quantity to meet the requirements 
of growth, in the other it is removed after its deposition, and is replaced by 
morbid structure: the one is rather a consequence of faulty nutrition, the 
other is the effect of actual disease. In atrophy the fibrous material is re- 
moved as well as the lime; and hence, while in mollities the remaining portion 
of earthy structure is crushed and splintered by the bending of the bone, in 
fragilitas the bone itself breaks across. } 


Division II].—DIsEAses oF MuSCLEs. 


The diseases of muscular structure are not numerous, or of 
much importance: those chiefly concern us, in medical practice, 
which lead to paralysis, more or less complete. One of the most 
common is that which has been already traced in connection with 
lead poisoning (Chap. VI, Div. I, § 3). It is in great measure 
limited to the extensors of the forearm, and is especially recog- 
nized by the blue line round the gums, which can always be 
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traced when the system is impregnated with the mineral. Another 
condition, which is perhaps of greater importance, is that in which 
the true muscular fibre becomes replaced by fat; fatty degenera- 
tion is very frequently discovered in the walls of the heart, 
rendering its action feeble, and materially shortening existence 
by its effects on the circulation. In the voluntary muscles the 
same change is occasionally observed; and in the absence of 
direct evidence of its existence it may be extremely difficult to 
determine whether the resulting paralysis be caused by want of 
muscular power or of nervous energy. The only rule that can 
be applied to distinguish them is derived from the distribution 
of the nervous system: when the disease-is confined to a nerve, 
the paralyzed muscles all derive their energy from the same 
source ; when situated in the central organs, the muscles which 
are supplied by distal nerves on the same side of the body are 
always involved in paralysis affecting those which receive their 
nerves from a point nearer to the brain; but in paralysis caused 
by disease of muscle, the same law does not hold good. Atrophy 
of muscle is a constant consequence of loss of nervous energy, 
and the causes of fatty degeneration are yet so little understood 
that the state of the muscle itself cannot be relied on in diagnosis. 

The muscles are constantly involved in cellular inflammation, 
and, when suppuration follows, the fibres are bathed in pus, which 
burrows among their structures. Occasionally the fleshy belly 
of the muscle becomes the site of small abscesses, but inflamma- 
tion of the fibre apart from that of the investing sheath of areolar 
tissue is unknown. 
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CHAPTER XXXYV. 
DISEASES OF THE SKIN AND CELLULAR TISSUE. 


General Principles of Diagnosis —§ 1. Erythema— Urticaria— 
Roseola—§ 2. Papular  Eruptions—Lichen—Prurigo—§ 3. ° 
Squamous Bruptions—Ichthyosis—Lepra— Psoriasis—Pityriasis 
—§ 4. Vesicular Hruptions—HEczema—Herpes—Scadbies—§ 5. 
Pustular Eruptions—Impetigo—Eethyma—Acne—Sycosis—§ 6. 
Pemphigus—Rupia—§ 7. Vegetable Parasites—Favus—Porrigo 
Decalvans— Pityriasis versicolor—§ 8. Tubercle of the Skin— 
§ 9. Syphilitic Eruptions—§ 138. Lupus—Scrofulous Uleer— 
Cancer of Skin—§ 11. Endemial Diseases of Skin—§ 12. Cel- 
lular Inflammation. 


Ir is pretty generally admitted that the information possessed 
by most practitioners of medicine in this department is exceed- 
ingly vague: the lines of demarcation between the various forms 
are indefinite, and the results of treatment for the most part un- 
satisfactory. It is true that in general the diseases of the skin 
are not of very great importance, but it is an erroneous conclusion 
that they will not therefore repay the trouble of study. Our 
failures in treatment are not unfrequently the result of ignorance, 
and a little pains bestowed on ascertaining the true principles of 
diagnosis, and acquiring an aptitude in discriminating the varie- 
ties which these diseases present, will very soon enable the student 
to learn for himself what mode of treatment is useful in one form, 
useless or even hurtful in another. It will thus limit the choice 
of his remedies to a few that may do real good, in place of his 
ringing the changes in a variety of impotent drugs, to be at last 
relieved of a tedious and unmanageable case only by some acci- 
dental change in the constitution of the patient which at once 
dissipates the local disorder. 

On a superficial view nothing should be simpler than the diag- 
nosis of skin diseases. If a man but use his eyes aright, it may 
be said, he ought to be able at once to distinguish them; here is 
surely an instance in which the symptom is pathognomonic of the 
disease. In this, I believe, consists the great difficulty, and this 
short-sighted reasoning is one of the chief causes of the ignorance 
that prevails. If the scope and intention of the preceding pages 
have been made at all intelligible, no argument is needed to prove 
that skin diseases do not in this respect differ from others; they 
are by no means isolated facts in the economy; and while we 
must acknowledge the faulty action in one tissue, we must not 
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ignore it elsewhere. The evidence of the constitutional fault is, 
however, not always manifest, and when present, its language is 
not always the same. The symptoms which were enumerated in 
the early part of our inquiry, as indicating the general condition 
of the patient, have to be reviewed; but though we find some 
preponderating more than others in particular classes of skin 
diseases, there are none which may be fairly classed as diagnostic of 
any individual disorder. We are thus forced to take up the two 
subjects separately, and frame our diagnosis of the cutaneous 
affection, independently of the more general derangement of which 
it is chiefly a symptom; and this limitation prevents our being 
able to correct the opinions based upon one set of observations 
by that derived from the other. 

One rule may be given at the outset as applicable to all cases, 
and especially to those about which there is doubt, that: the dis- 
tinguishing characters are most readily traced in the commence- 
ment of the disease, and the student should make it his business 
always to see the most recent spots of the eruption. This is in 
fact the history of the case, which is often written more correctly 
in the different patches on the skin of the patient than it is ever 
detailed in the most accurate case-book. Next in value to seeing 
the eruption at its earliest stage is a good account of it from the 
patient himself: and in this we have only to guard against asking 
leading questions, where interrogation is so necessary to elicit the 
facts at all. 

In certain forms, concomitant fever may or may not exist, and 
in such it is essential to mark its presence or absence; but this 
rather with reference to treatment than to diagnosis, for we do 
not regard those as cutaneous diseases of which fever is an essen- 
tial element; we deal with it simply as one of the constitutional 
states which must be considered in its casual relation to the erup- 
tion, of whatever nature, which is present. 


° 


§ 1. Brythema— Urticaria—Roseola.—In subdividing the sub- 
ject of this chapter, it will be most convenient to consider those 
forms, first, in which the epidermis is not altered ; the skin is red, 
perhaps elevated and tender, but its surface is unbroken. 

The eruption of erythema consists of an uniform redness, with 

_ puffiness of the skin, distributed in distinct patches of some size ; 
it is accompanied by little constitutional disturbance. When fever 
is present, we suspect that the disorder is not erythema, or con- 
clude that the febrile symptoms have some other cause. The 
skin, though somewhat elevated, has not the hardness of erysi- 
pelas; after the first day or two the color becomes bluish or livid, 
and this to an inexperienced eye might simulate the dusky red- 
ness of diffuse cellular inflammation; but the heat and the tension 
are absent, as well as the constitutional irritation. ve 

One variety only deserves mention on account of its distin- 
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guishing characters—erythema nodosum ; most commonly seen on 
the anterior aspect of the leg, it appears in distinct rounded 
patches, which are considerably elevated, and very tender. 


This variety is believed by some to be a form of rheumatism ; as the attack 
subsides the patches become soft, and present something very like a sense of 
fluctuation, but they do not suppurate. In the broadest sense, any red patch 
on the surface of the body which is not caused by erysipelas might be called 
erythema. Writers on skin diseases often enumerate all such cases, and 
describe the various causes which may give rise to the appearance; it seems 
better to restrict the name to those instances in which the redness is produced 
by something more than mere irritation of the skin, and in which it is not 
sympathetic only, as when a red patch is seen over a joint affected with acute 
rheumatism. But an erythematous blush so often points out the situation of 
grave and serious mischief that whenever fever is present it becomes our 
duty to study the case very carefully, in order to discover the deeper-seated . 
lesion, of which none are more important than cellular inflammation and se- 
condary suppuration. 


Urticaria, “nettle-rash,” by its very name, gives an idea of its 
general form; but while the sting of the nettle raises a white 
wheal on a sensitive skin, the color of the patches of urticaria is 
generally redder than that of the surrounding surface. This is 
often perhaps the consequence of its duration, just as the mark 
of a lash is first paler, and then redder than the rest of the skin; 
sometimes the patches are deep-colored from the first, and when 
they continue for any length of time, they tend to become purple 
or bluish. The eruption is attended with tingling or itching; its 
progress is sometimes very rapid, lasting not more than one or 
two days if it be the result of something taken as food or medi- 
cine; in other instances it continues for a week or two, and oc- 
casionally in its chronic form it may exist in more or less dis- 
tinctness for weeks or months. 

It is distinguished from all other cutaneous affections, which 
are similarly distributed, by its patches being perfectly smooth: 
there is neither oozing nor desquamation of the surface; it can 
hardly be confounded with erythema nodosum, which forms in 
much larger patches with less defined borders. 

I am inclined to regard roseola as a sort of spurious exanthem ; 
it is to be seen when measles are about, as well as when scarlatina 
prevails, but without the coryza of the one or the sore-throat of 
the other. Fone 

It resembies those diseases in attacking young persons and 
presenting febrile symptoms, though of a very slight and evanes- 
cent character. It may be best described negatively ; the patches 
are not small and semilunar as in measles, nor are they punctate 
and close-set as in scarlatina, and the whole surface is never in- 
volved, as is sometimes the case in the eruptive fevers; though 
roundish in form, the borders are not defined, nor the surface 


elevated, as in erythema or urticaria, and there is no attendant 
irritation or itching. 
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§ 2. Lichen and Prurigo.—In this subdivision there is also no 
necessary breach of surface; the cuticle is elevated in small dis- 
tinct points, without any secretion, and the desquamation is acci- 
dental; the eruption is ofthe form designated as papular. It 
seldom happens, however, that it is seen exactly in this condition, 
because there is always itching, and the top of the papule becomes 
abraded, leaving a red spot or a small crust of coagulated blood. 
The diagnosis is not difficult if these circumstances be considered ; 
and even when, as in the severer form of lichen agrius, suppura- 
tion exists, careful inquiry will disclose that such a condition has 
only arisen in consequence of the long continuance of the disorder 
in a cachectic individual, and was not the form in which it first 
appeared ; other portions of the eruption may also be discovered 
in which the papular character is manifest. 


_ The distinction between ordinary lichen and prurigo is really more a ques- 
tion of names than of things. It may be observed that lichen is more gene- 
rally grouped in patches, prurigo is more diffuse; the itching of the former 
is comparatively slight, that of the latter intense and intolerable; as a neces- 
sary consequence the skin is abraded by the nails, and a case of prurigo is 
always marked by scratches and bloody points. The cases in which the dis- 
ease runs an acute course, and those in which it presents any tendency to 
ulceration and suppuration, are both commonly referred to lichen, the more 
ordinary chronic papular eruption is usually called prurigo. 

One or two varieties must be mentioned, not so much on account of their 
individual importance, as that their diagnosis is obscure. The lichen c¢rcum- 
scriptus assumes a very complete circular form, which in common parlance 
brings it under the general classification of “ring-worm,” a name which in- 
cludes diseases by no means related to each other; to the student this appear- 
ance is apt to suggest the idea of lepra or even herpes. With the latter it 
ought not to be confounded, because there is no secretion, no vesication, no 
crust; from the former it is distinguished by the circumstance that desqua- 
mation is the principal feature of the one, is only an accidental occurrence in 
the other. In lepra large white scales surround a portion of skin which 
scarcely differs from that of health, in lichen circumscriptus the whole surface 
is rough, even though the edge be more elevated than the centre: the des- 
quamation of the cuticle occurs as small fine scales, and is quite a subor- 
dinate phenomenon; the patches of lepra are large or numerous, of lichen 
smaller and solitary. 

The same affection occurring in the scalp gives rise to what is very often 
called porrigo decalvans, a name as undefined as the vulgar epithet of ring- 
worm. It is marked by the hair falling off in a circular patch, the surface 
being roughened and covered with minute scales; there is no vesication, sup- 
puration, or ulceration. In this respect it differs from most other diseases 
which produce loss of hair, when there has been some previous severe affec- 
tion of the scalp, and the patch of baldness only comes to be remarked when 
the skin has again recovered its natural condition: in that form of porrigo to 
which the name decalvans should be limited, the hair falls off in consequence 
of disease of the bulb, apparently caused by a parasitic fungus, the skin being 
left perfectly smooth and free from scurf. ; 

In the lichen strophulus of childhood the papular character of the eruption 
is least defined. It consists of distinct spots scattered all over the body, but 
especially the arms and legs, which are white and elevated, and have a semi- 
transparent appearance, almost exactly analogous to a vesicle: it is less to be 
distinguished by its aspect than by the fact that, with the exception of vari- 
celloid eruptions, there is no disease in which solitary vesicles are uniformly 
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distributed ; they are either grouped together, or they affect certain localities 
more than others. : ‘ 

The prurigo pudendi again deserves notice from the occasional absence of 
all eruptive character together. It is no doubt often caused by want of 
cleanliness, by the presence of irritating secrétions, of slight eczema, or some 
form of parasite about the roots of the hair; but undoubtedly pruritus does 
exist, without any of these causes, and it must then be regarded as sympathetic 
of internal irritation of the uterus, the bladder, or the rectum. The same 
remarks apply even more constantly to prurtgo podzczs, which is constantly 
associated with internal hemorrhoids and ascarides. If these be regarded 
as instances of a sympathetic or neuralgic character, it may be doubted 
whether, in a great number of cases, the same explanation might not be given, 
the appearance of eruption being really the effect of scratching: this is espe- 
cially true of that form which is associated with a gouty habit. 


Lichen and prurigo are generally distributed on, the outward 
aspect of the limbs, and avoid the flexures of the joints. In 
this respect they especially differ from scabies, with which, not- 
withstanding the great dissimilarity of the original lesion, they 
are sometimes confounded, because of their intolerable itching, 
and the change which is produced in their appearance by con- 
stant scratching. 


§ 3. Squamous Diseases—The next class is one in which the 
cuticle is materially altered in its form and character. It does 
not desquamate accidentally in consequence of a casual inter- 
ruption to the secretion, as in scarlatina or erysipelas; nor does 
the presence of a papule, as in the last class, cause the premature 
death, so to speak, of the small portion of cuticle which covers 
it; but the epidermis is secreted in some abnormal manner which 
leads to its agglomeration into scales of some size. In one form, 
ichthyosis, they remain attached, and acquire a horny hardness; 
in the others, lepra and psoriasis, they gradually become discon- 
nected with the cutis, and fall off. 

There is no disease which can be confounded with zchthyosis. 
Certain trades produce an unusual thickness, hardness, and dry- 
ness of the cuticle, which may, in some degree, simulate it; but 
when occurring in parts of the skin not so exposed there cannot 
well be any mistake. Sometimes, indeed, on recovery from 
chronic eczema, the skin may for a time be hard and dry, but 
the history of the case sufficiently distinguishes the two disorders ; 
ichthyosis is a congenital malady.’ 

There is no practical advantage in separating depra from 
psoriasis. Some cases are certainly more obstinate than others; 
and in the text-books of skin diseases several varieties are re- 
corded which depend in great measure on the duration and 
intensity of the disease; its essence is the same, and in diagnosis 
it matters little which name is assigned. As a general rule, 
those cases in which healthy skin is surrounded by squamous 
portions, especially in an annular form, are called lepra, while 
those in which numerous small spots, or single larger patches, 
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are wholly covered by scales are called psoriasis; the crusts 
too, in the former are more adherent, and consequently larger 
and whiter than in the latter. 


The greatest difficulty in recognizing the character of the eruption is expe- 
rienced when the scales have been removed by a warm bath: the fresh cuticle 
underneath them presents a red shining aspect, which may for a moment be 
mistaken for chronic eczema, When it begins by a solitary patch it may be 
difficult to distinguish it from lichen circumscriptus, especially on the hand or 
face, where constant washing removes the scales as soon as formed. The 
distinction rests on the principle already enunciated, that in the squamous 
diseases the cuticle is secreted in an unnatural condition, and consequently 
where the scale has been removed the skin looks red, and smooth, and shining, 
whereas in lichen the detachment of the cuticle is only caused by its nutrition 
being interfered with from the existence of papules, which give a certain 
degree of irregularity to the surface. 

Like the previous class these diseases especially affect the outer sides of the 
limbs, and avoid the flexures of the joints. They are not necessarily attended 
with itching, but if once irritated the itching sometimes becomes very intense. 
They are essentially chronic in character, and the history only shows that 
there has been a rough patch observed somewhere or other which has not 
received any attention till it has attained some size, or till the same eruption 
has-appeared elsewhere. 


Pityriasis used to be classed as a squamous disease; perhaps 
one of its varieties, pityriasis capitis, marked by a constant exces- 
sive desquamation of the cuticle over the scalp, which falls as 
white powder when the hair is brushed, ought still to be so con- 
sidered: it is nothing more than an excess of natural secretion, 
and can scarcely be classed among diseases of the skin. Pityriasis 
versicolor is now referred to the parasitic growths; its most pro- 
minent featuye is the change of color over the parts affected. 


§ 4. Vesicular Hruptions—In this class we meet with cases of 
very varying intensity, which, according to the stage at which 
they are seen, may resemble squamous or pustular eruptions. 
The reason for grouping them together is, that the primary ele- 
ment in all is a vesicle, and the practical utility of such a classifi- 
cation consists in this, that when such an origin can be traced, 
there is no difficulty in deciding to which of the vesicular diseases 
any case ought to be referred. The first inquiry, therefore, will 
~ be how long the disease has lasted, and how it commenced; and 
then search must be made for a vesicle in the early stage. If the 
first appearance of the disorder cannot be traced, we have to 
remember that the serum must either continue to ooze away, 
keeping the part constantly moist, or harden into a gum like 
crust; or that it may dry up altogether, leaving small, round, 
dry scales, as the only remains of the vesicle; but on the other 
hand, by exposure, the cutis may be irritated, and produce a 
purulent secretion, which forms crusts like those of the pustular 
eruptions. The two last alone can give rise to any difficulty in 
diagnosis, and they belong to one form of eruption—viz., eczema. 

In this variety a number of vesicles are always found together, 
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coalescing and forming a patch of varying size. It is distinguished 
from the other vesicular eruptions by their neither being disposed 
in regular groups, nor occurring singly. In its simple form the 
vesicles either constantly rise on an uninflamed surface, and 
gradually disappear, or the skin continues red and moist after 
they are burst: in the former, the appearance of fresh vesicles 
prevents our referring the shrivelled and dry ones to any scaly 
eruption; in the latter, the moistened surface prevents its being 
mistaken for erythema, or erysipelas, which is the name commonly 
applied to it by patients. 

Occasionally the reddened skin is dry, and covered with small 
scales: that this is not psoriasis is proved by the circumstances 
that the skin is evenly inflamed all over, and that the scales are 
not aggregated in patches which run into each other. As a con- 
sequence of the inflammation, the skin is generally cracked and 
sometimes bleeds, and this never happens with psoriasis unless 
the scales be very thick and adherent, when the diagnosis cannot 
be difficult. This form of eczema is best seen in what is called 
“ grocer’s itch,” or on the hands of washerwomen. 

When the oozing from the surface, in place of continuing as a 
thin serosity, becomes purulent and hardens into crusts, the name 
eczema impetiginodes has been employed. It is quite unnecessary 
to distinguish this from real impetigo, for the diseases are closely 
analogous, except when the borders of the eruption are red and 
inflamed, and the eczema is spreading; if there be only a chronic 
purulent discharge the name given is quite immaterial. 

The great characteristic of herpes is, that the vesicles are dis- 
tributed in groups or clusters: they are also larger than those of 
eczema, and do not so readily fuse together. On their disruption 
the secretion almost always forms a gum-like scab; their duration 
is commonly short. 


Among its more constant forms we find the following: Herpes labsalis— 
occurring in one or two patches on the lips, sometimes on the nose, and more 
rarely about the eyelids ; in common parlance described as the effect of “a 
cold,” and evidently associated with irritation of the mucous membrane. 
Herpes circinatus—one of the “ ringworms” in which the clusters assume an 
annular form; the vesication and the scab alike distinguish it from lichen 
circumscriptus and from lepra; there can be no excuse for a mistake, except 
when the eruption is disappearing. Herpes zoster is only remarkable for its 
situation, and the extent to which it may extend, encircling as it does the 
one-half of the trunk, and though generally bounded in a remarkable manner 
by the mesian line before or behind, yet sometimes passing beyond. Herpes 
preputcalis is worthy of notice because it has been sometimes mistaken for 
chancre ; it has no peculiar characters to distinguish it from any other form 
of herpes; it is perfectly different from any syphilitic affection. 


Patches of herpes wherever occurring, usually known as 
“shingles,” except in the few instances enumerated, are so exactly 
like the eruption on the lip, which is familiarly known to every 
one, that description is unnecessary. It is often preceded by 
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considerable local irritation, and a sort of cutaneous neuralgia 
very frequently remains after it has died away. 

Scabies should not, perhaps, in a scientific work be classed as a 
vesicular disease, because the vesicle is really an accident, and 
may be replaced by a pustule. But for purposes of diagnosis it 
is well to retain it in its present place, because whereas lichen, 
prurigo and the scaly diseases all have their chief site on the outer 
sides of the limbs and back of the trunk, the vesicular eruptions 
generally, and scabies in particular, select the inner aspects of the 
limbs and the flexures of the joints. The acarus, which is the 
essence of the disease, does not inhabit the vesicle, but grooves 
out a curved channel for itself, which may be generally seen as 
a black line like the letter S': its presence always determines the 
eruption of solitary vesicles, which may in course of time become 
pustules; and these are sure to be found at the flexure of the 
wrist or between the fingers, and along the inner side of the arm, 
wherever else they may be. One vesicle, with a distinct groove 
from it in such a situation, is enough for diagnosis, any amount 
of itching without these signs is of no value: prurigo causes quite 
as much itching, and pustular, or even quasi-vesicular eruptions, 
occur very frequently among children of the lower classes which 
closely resembles scabies, and can only be pronounced not to be 
so by observing this remarkable predilection for locality and the 
constant presence of the groove when the parasite is really present. 


8 5. Pusiular Eruptions—A fully developed pustule is quite 
unlike anything else, but just as at certain stages of the vesicular 
eruptions the secretion is not serum, so in the pustular the secre- 
tion is at first not true pus, and, after the pustule has burst and 
discharged, the crust may not be quite characteristic. In cmpetigo 
this difficulty is most likely to be met with, because its characters 
vary as the disease is spread over a large surface in solitary 
pustules, called impetigo sparsa, or is limited to distinct patches, 
when the name figurata is applied to it. In the former the single 
pustules have at first much the appearance of vesicles, but they 
very soon lose their transparency: among vesicular diseases we 
have found no such example except scabies; and, therefore, when 
a case of this kind is met with, the question cannot be, is it eczema 
which exists only in patches, or herpes which forms small and 
well-defined groups, but whether it be scabies or impetigo: the 
answer is only to be obtaimed from the diagnosis of scabies. 
When, again, the eruption occurs in patches it is more liable to 
be mistaken for herpes: but the course of the two diseases is 
quite different ; the one commences suddenly, and is preceded by 
irritation, the other is gradual, and its beginning is unobserved : 
the one terminates in a few days, the other lingers on for weeks 
or months. eae § ; 

The common history of impetigo is that, after some degree of 
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redness and tumefaction of the skin, one or more distinct pustules 
slowly make their appearance, the irritation which accompanies 
them being so slight as to escape observation in most instances, 
and the eruption itself receiving little attention. The matter con- 
tained in them very soon becomes decidedly purulent and forms 
a firm scab: but before those first observed have had time to dry 
up, others appear in succession, which are either scattered and 
distinct, or in close proximity tothe former. It is scarcely pos- 
sible to say, in the first instance, which of the two varieties is 
likely to be developed. 

When the disease has already lasted some time, and a thick crust has formed, 
it matters little whether it be called eczema impetiginodes or impetigo—herpes 
it cannot be; for the only question worth considering is, whether there be any 
appearance of redness or tendency to spread about its margin. The crusts of 
dry pus, when solitary and rather large, are very like those of the next subdivi- 
sion, ecthyma; when in clusters, or covering a large surface of the scalp, they 
can only be mistaken for favus. The scalp, and neck, and face, are the chief 
sites of impetigo figurata, which is more rarely seen on the limbs: impetigo 
sparsa occurs chiefly on the back and arms, and less frequently on the legs. 


‘In Ecihyma the pustules are large and solitary, although very 
often a number are found together on one limb, and none else- 
where, showing thus a tendency to aggregation. The great dis- 
tinction between it and impetigo, independently of the difference 
of size in the pustules, seems to be that the cutaneous texture is 
more deeply affected : in the one there is an abraded surface which 
secretes pus, in the other there is a nearer approach to an ulcer 
under the dry crust with which it is covered. This brings it into 
close relation to rupia, which is only distinguished by the ulcera- 
tion being more unequivocal, the scab larger and more adhering: 
in rupia, too, there is no tendency to aggregation, the scabs are 
few and solitary. 


Ecthyma is seldom found in the chronic form: it is easily distinguished from 
boils or carbuncle by the circumstance that it is quite superficial, and there is 
consequently no surrounding elevation of hard and tumid skin, as when the 
suppuration proceeds from the deeper textures. Nothing has been said of 
the syphilitic eruptions, because they must be taken by themselves, but it is 
worth noticing here that when there is much approach to ulceration this dis- 
ease comes nearer in appearance to one of the common forms of secondary 
eruption than any we have yet had to refer to. 


Acne and Sycosts are names applied to suppuration of the folli- 
cles. The latter confined to that which appears at the roots of 
the hair in the beard, the former including all other cases. In 
this sense, every common pimple may be called acne; but the 
name is reserved for cases in which there are so many as to show 
a general tendency to this kind of suppuration. Although the 
course of each individual pimple be not very prolonged, yet the 
progress of the disease is slow: not unfrequently, this tardiness 
is shown in persistent redness after the actual suppuration is at 
an end, and its continued recurrence in the same follicles. When 
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such a blotchy redness alone remains, and no pustule is to be 
seen, a learner may be at a loss to what class he ought to refer the 
case; its rugged surface renders it unlike eczema, and the absence 
of crust shows that it is not impetigo; its redness and its posi- 
tion, only on the face or back of the neck, prevent its being con- 
founded with lichen or psoriasis: it is most apt to be taken for 
tubercle of the skin. 

Sycosis much more nearly resembles impetigo: crusts generally 
form, and are very obstinate and adherent: but it is to be ob- 
served that the skin is elevated round the crust, which is just 
what we should expect from the circumstance that the suppura- 
tion proceeds from a follicle deeply seated in the cutis, and not 
from its surface. 

Favus, which has been classed among pustules, we shall refer 
to its true place as a parasitic growth. 


§ 6. Pemphigus or Pompholyx and Rupia.—These two disor- 
ders, although very different in their history and causes, may con- 
veniently be classed together, because they are characterized by 
the existence of bulls (literally bubbles). In pemphigus the con- 
tents of the bulla are always serous, in rupia puriform; and they 
thus correspond in some measure to the division of the smaller 
eruptions into vesicular and pustular. In connection with this 
there is a similarity in history, the one appearing more frequently 
in an acute form, the other being always chronic; there is also a 
chronic pemphigus, to which the name pompholyx is given, to 
complete the analogy with chronic eczema. 

Whether this disease be of shorter or longer duration, there is 
always redness of the skin, the cuticle rising in separate blisters, 
generally rounded and prominent, and filled with serum; the 
duration of each blister is not long, but great difference is ob- 
served in the rapidity with which the subsequent healing process 
goes on, There can be no question as to whether it be a vesicu- 
lar eruption, because of the immense difference in size; indeed, 
the only disease in which similar blisters are ever seen is ery- 
sipelas; and for this it cannot be mistaken. 


~ In the sequel the appearance of the skin depends much on the rapidity of 
the healing process; and when fresh bulla have ceased to appear, or the mor- 
bid action is for a time suspended, there may be considerable doubt as to the 
true nature of the disorder. The skin may be merely morbidly red in patches, 
or it may be covered with rounded spots over which the cuticle has been re- 
moved, and new didermis is forming ; or again, these spots may be covered 
with a sero-purulent discharge, which in some is converted into a thin crust: 
in such instances the history of the case will best explain the meaning of what 
is seen. 


Rupia, although it be said to commence as pemphigus does, in 

a bulla of some size, presents but few analogies to it. It is far 

more nearly related to ecthyma; it is nota blister full of clear 

liquid, but a very large pustule, which does not come from be- 
28 
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neath the skin like a boil, but yet goes deeper into its texture than 
the mere pustular eruptions, leaving an ulcerated surface, of con- 
siderable depth covered by a thick crust. This, its ulterior stage, 
is the characteristic one of rupia. It has been compared to a 
limpet-shell, and the resemblance is in some instances not far 
fetched. In its earlier stage the spots are few and large, and there 
is not much redness around; they contain unmixed pus, not 
bloody or sanious matter: but it is only when there remain soll- 
tary spots of ulceration, of a circular form, covered with a thick 
crust, around which the skin is moderately elevated, that the dis- 
ease deserves the name of rupia; and in whatever way it have 
commenced, whether like ecthyma or even impetigo, it is now 
rupia; and the name is of importance, because it at once points 
to a condition of system. 


We shall have to refer to this form of disease when speaking of syphilitic 
affections, and it is of vast importance to be able to say whether rupia be or 
be not specific. But there is one mistake which I have seen made by persons 
who form their diagnosis from pathognomonic signs. A limpet-shell crust is 
to them the sign of rupia, and when the desquamating crust of psoriasis as- 
sumes this form the one is mistaken for the other. It is surely needless to say 
that the shape is only accidental, the history and the condition of skin are 
perfectly distinct, and not less so the condition of system. 


§ 7. Vegetable Parasttes—The distinction which this name im- 
plies is only of recent date; perhaps microscopical researches may 
yet extend the class, and at all events we may hope for more 
definite knowledge of the relation of the various forms of para- 
sitic life to the eruptions with which they are associated; such as 
in acne and sycosis. 

The most important of this class is one that has its seat in the 
hair follicles—favus or porrigo favosa. It used to be classed 
among the pustular eruptions, because it first appears as a small 
yellow spot, the sheath of the hair filled with the fungous 
growth; but it has no tendency to suppurate. It grows with 
great rapidity, and when neglected forms large, hard, dry crusts, 
which have a peculiar mouse like odor. It is most liable to be 
confounded with impetigo, but it requires only moderate care to 
determine whether the crust be hardened pus or an independent 
growth. ‘The distinction is based on the presence or absence of 
secretion: be the crust of impetigo never so dry, some trace of 
purulent secretion is sure to he met with; and if removed by a 
poultice, the moist, exuding surface cannot be mistaken. Knowin 
this fact, we have no need to particularize the rounded form, the 
eracked, broken-looking surface, and all the other characters 
which older writers were obliged to enumerate. It is met with 
commonly in the head, but sometimes also down the back of the 
neck or in front of the ear. 

One form of porrigo decalvans belongs to this class. The hair 
falls out in a patch of a circular form, leaving the skin of the 
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head perfectly smooth: the absence of cutaneous eruption of 
any kind proves that it is connected simply with disease of the 
hair and not of the skin: this, too, is found to be a microscopic 
fungus. 

Pityriasis versicolor was long a puzzle, because it has certainly 
something of a squamous character, but in a very subordinate 
degree. Its chief mark is a yellowish-brown discoloration, in 
small circular patches, which sometimes spread all over the body. 
‘here is no vesication, no crust; the small scales of the epidermis 
fall in larger quantity than in health, producing some degree of 
roughness; and the eruption is sometimes attended with much 
itching. It is now shown to be connected with the growth of a 
fungus. The varieties called rubra and nigra probably belong 
to the same category: they are described as being very rare, and 
none have come under my own observation. 


§ 8. Tubercle of the Skin.—Although not a very common 
malady, it is necessary to point out how it may be distinguished 
from other cutaneous affections to which it bears some resem- 
blance. It is most frequently seen on the face, and is sometimes 
limited to the nose or the ear, producing a most disagreeable 
alteration of the features. The disease consists of smooth, rounded 
eminences, which are accompanied by a general puffiness of the 
adjacent skin, and marked by livid or bronze discoloration. The 
name is an unfortunate one, because it is usually applied to one 
particular development of the strumous diathesis, with which 
tubercles of the skin have nothing in common. Usually aggre- 
gated over a limited surface, the eruption does not present any 
regular groups, except in those rare forms which have received 
the names of frambesia and molluscum, from fancied resemblances 
which they present. In very severe cases it may implicate 
large tracts of skin, and then the name “Hlephantiasis of the 
Greeks” is applied to it: “Hlephantiasis of the Arabians” is a 
wholly different disease: French authors employ this name even 
in mild cases. It-is always accompanied by disorder of the 
assimilating functions, and common belief assigns as its frequent 
‘cause the improper use of stimulants. . . 


In speaking of acne it was mentioned that at one stage of its progress, 
when no suppuration was going on, and the skin presented a red and rugged 
appearance, it was liable pbs Sentences with tubercle. Such a mistake is 
very liable to be made by one-who knows skin diseases only as described in 
books, because both are equally found in persons of dissipated habits. Very 
little experience serves to distinguish the smaller size and brighter color of 
the hardened points in acne from the rounded knobs and livid color of tuber- 
cles ; the disagreeable expression produced by the tumid features of the latter 
are very different from the bloated aspect of the drunkard whose nose and 
cheeke are inflamed by an eruption of acne. In addition to this, the history, 
if rightly inquired into, details the existence of previous suppuration in the 
one and its absence in the other. E 

Tubercle of the skin is one of those cutaneous affections which have a 
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counterpart among the syphilitic eruptions: its diagnosis, however, is, as we 
shall find, not difficult. * 

8 9. Syphilitic Bruptions—tThis class of eruptions has no legi- 
timate place among cutaneous disorders; they are the mere ex- 
ponents of a specific disease; but it is necessary in a work on 
diagnosis to point out their resemblance to some of those which 
have been already enumerated, and to show how they may be 
distinguished from them. 

Their most marked feature is the copper-colored tint of the 
surrounding skin; but this is only another instance in which 
persons who trust to one sign, however uniform, are sure to be 
occasionally mistaken. Not only do eruptions, which are cer- 
tainly not syphilitic, sometimes present a discoloration in healing 
which can be called by no other name, but true syphilitic erup- 
tions are occasionally free from it. It is only by studying the 
whole history of the affection that a correct opinion can be formed. 
The first question is whether the characters of the eruptions cor- 
respond exactly to those belonging to any of the classes of disease 
already enumerated, because an individual may have had primary 
syphilis, and the system may still not have become infected. If 
it present any peculiarities, and especially if marked by the 
coppery tint, the next point is to inquire into the possibility of 
syphilitic contagion; and this can only be done, especially with 
females, by indirect interrogation: it is still more important to 
ascertain whether there have been any symptoms of syphilitic 
poison, such as sore throat or periosteal mflammation: the cir- 
cumstance of the hair falling off, or the existence of iritis, tends 
to the same conclusion. 

In regard to the eruption itself, we notice that the copper color 
is not limited to parts which are already healed, except perhaps 
in urticaria; and the disorder does not exactly correspond to any 
of the definitions already given: it approaches nearer to one than 
another, and may simulate any of them except the vesicular, 
which, if it ever exist, is extremely rare. 

The urticaria or roseola is no longer a simple redness of the 
skin, assuming a livid hue as it dies away: but it has a tendency 
to desquamation—it becomes brown instead of purple. The 
lichen is larger and discolored, and has a more decided scab on 
its top; it approaches more nearly to the characters of psoriasis. 
The squamous affection again is much less scaly and more tuber- 
cular ; the desquamating cuticle does not cover the entire surface ; 
it is thin and subordinate. The form resembling tubercle does 
not present a smooth elevation, which gradually subsides into 
the tumid skin around; but it is prominent, covered with scales 
or crusts, and is scattered over the body in place of being aggre- 
gated together. 

In the pustular eruptions the analogies are closer, but still the 
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characters are defined. If resembling impetigo, it forms a well- 
marked ring, the suppuration penetrates deeper, and the skin 
around is consequently elevated. If it seem more like ecthyma, 
we shall have a difficulty in saying that it is not rupia; the skin 
is deeply ulcerated, and a thick crust forms on its surface; its 
circumference is round, and its edges high; while in its commence- 
ment there is neither the bright redness nor the occasional mixture 
of blood with the pus, which is common in ecthyma. When the 
disease assumes these suppurative forms, ulceration of the angle 
of the lips is not uncommon, and greatly confirms the diagnosis. 
Its discrimination from rupia is less important, because the same 
treatment which is called for in the one is equally suitable to the 
other ; but it is less frequently like true rupia than intermediate 
between that and ecthyma. 
__ Coincident with any of the foregoing eruptions, especially when 
their character is pustular, we sometimes find deep burrowing 
ulcers on the face, and at the alee of the nose, resembling lupus, 
or there may be ozeena from commencing disease of the bones of 
the nose, with soreness of its lining membrane. 

Congenital syphilis is chiefly marked by ulcers at the angles of 
the mouth, cracked lips, running of the nose, “snuffles,” condylo- 
mata, and ulceration of the anus and pudendum, with emaciation. 


In reference to the copper color of syphilitic eruptions, a few words may be 
added on the subject of cutaneous discoloration generally. As an objective 
phenomenon it forms the direct exponent of purpura and of jaundice, and is 
the chief feature of anzemia and chlorosis: it helps us to distinguish measles 
from scarlatina, and it materially aids our diagnosis of cancer, and of disease 
of the heart and kidneys. . 

In other cases the change of color is more distinctly confined to the skin 
itself, as when, for example, a dusky gray or blue color is produced by the 
internal use of nitrate of silver. In some persons the existence of any simple 
cutaneous disease, e. g., herpes, or lepra, is always followed on its decline by 
a brown stain, which lasts long after the skin has acquired its natural condition 
in all other respects, and this is particularly the case with persons of a dark 
complexion: it is the very same change as is seen after syphilitic affections, 
except that the color in the latter may be much darker, and commonly lasts 
for a longer period. In others, again, patches of a brown or yellowish color 
are seen, which have been called ephelzdes, from their supposed connection with 
sun-burning : they are very like syphilitic stains, except that they are scarcely 
‘so dark, and they have not been preceded by any other eruption. In their 
comméncement they resemble -pityriasis versicolor, except in the absence of 
branny scales and roughness. They begin with small spots like freckles, which 
gradually enlarge and coalesce, forming large macule which have not the cir- 
cular form which pityriasis presents. , 

In what is called bronzed skin, the whole body becomes gradually of a brown 
color, sometimes variegated here and there by portions of natural color. ; This 
condition has been thought of late years to be perhaps connected with disease 
of the supra-renal capsules. GAS : 

We need not allude to the congenital peculiarities of nevi, or the freckles 
of early life: neither does the deficiency of color in the albino belong to con- 
ditions of disease. Occasionally white spots are developed in advanced years, 
especially on the scrotum of old men known as vitzlgo, the true nature of 
which is as yet not understood, It does not seem connected with disease 
properly so called. 


: 
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$10. Lupus and Scrofulous Uleeration.—Though generally re- 
garded as belonging to the domain of surgery, these diseases are 
evidently of constitutional origin, and their characteristics ought 
at least to be known to the physician. There seems reason to 
believe that they belong to the same diathesis, and are chiefly 
modified by the age of the patient. They are marked by the 
same general feature of indolence and unwillingness to heal, by 
the inefficiency of local treatment, and by their being both modi- 
fied by the same internal remedies. Lupus is more distinctly 
cutaneous; it is superficial, and shows a great tendency to spread. 
Scrofulous ulcer is always preceded by abscess, and can only be 
regarded in a secondary sense as a disease of the skin. 

‘Lupus may arise in several ways, and it is only the constitu- 
tional cachexia which, modifying its subsequent course, gives it 
a specific character. Its seat is most frequently about the alee of 
the nose, the lips, and the cheeks. Its commencement may be 
referred to, three principal varieties of cutaneous eruption, the 
vesicular, the pustular, and the tubercular: occasionally resem- 
bling herpes, it more usually begins like a spot of impetigo; and 
when it attacks the cheek, it sometimes presents the form of 
tubercles. In the early stage it differs from the two former by 
its insidious commencement and slower progress, by the firm 
adhesion of the crust and the surrounding tumefaction of the 
skin, and its dusky color. When such characters mark any form 
of eruption about the nose or the cheek, it is not improbably 
lupus, especially if scrofula can be traced in the family: if it be 
lupus, the crust covers an ulcerated surface, which very soon 
begins to spread. From tubercle of the skin it is chiefly distin- 
guished by the absence of the bronze tint, and by its forming a 
defined group or patch on one check. In the majority of cases 
of lupus, scales or crusts soon form on the surface, which gradually 
thicken into scabs, and leave ulcers behind when removed; but 
‘im one variety the disease proceeds without any ulceration at all, 
the destruction of the skin in its progress being marked by seams 
and scars, which are not seen in tubercle: such cases are naturally 
less distinct than those in which ulceration has occurred. 

Serofulous ulceration is very commonly seen in the side of the 
neck, and the formation of an abscess there must always be re- 
garded with great suspicion. Indolent abscesses in other parts of 
the body, without assignable cause, are also very probably due 
to scrofula. They are not uncommon on the back of the hand, and 
in the neighborhood of the elbow. The characters by which 
scrofula is recognized have already been discussed (Chap. IX. 
Div. 1, § 1); and we may here call to mind the fact that, in scro- 
fulous children the cutaneous eruptions are usually of the suppu- 
rative kind, and are remarkably indolent and intractable: impetigo 
larvalis is one of this class; they often excite inflammation and 
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enlargement of the cervical glands, which may be the first begin- 
ning of scrofulous ulcer. : 


Although the one disease be most common in childhood, while 
the other occurs at adolescence, or after maturity, yet occasionally 
scrofulous ulcers are seen in adults, and lupus at a very early age. 


The ravages of syphilis on the face are sometimes closely allied to lupus, 
and there is every probability that in such cases the scrofulous diathesis is 
present as well as the syphilitic taint: it is recognized by its coppery tint, 
and the coexistence of other symptoms, such as sore throat, eruption on other 
parts of the body, &c. Syphilitic lupus is quite distinct from caries of the 
bones of the nose, which is to be regarded as a specific action of the vencreal 
poison: it usually results in extensive ulceration and great disfigurement. 

We have to distinguish lupus from epithelial cancer of the lip, which usually 
commences by a single nodule, and gradually increases in size without ulcer- 
ating, until it has acquired considerable dimensions. The distinction is less 

- easily made between it and another form of cancer of the skin in the early 
stage, when there is no appearance of morbid growth, and only a spot of 
ulceration, which subsequently spreads in every direction, and commits fright- 
ful ravages. Subsequently the distinction is less difficult, because lupus in 
its progress leaves scars behind when the disease has subsided, while in cancer 
there is no trace of the healing process at all. 

Cancrum ors in childhood again has not the indolent, sluggish characters 
which mark all the preceding conditions: it begins with ulceration in the inte- 
rior of the cheek, which spreads with great rapidity, producing sloughing and 
destruction of all the tissues adjoining. The fetid smell and rapid progress of 
the disease prevent its being confounded with any other of analogous character. 


§ 11.—Lndemial Diseases of the Skin. 


Systematic authors refer to a variety of diseases as inherent in various 
localities, to which particular names have been assigned in the districts where 
they occur. Hxamination of the statements given seems to prove pretty 
clearly that-many of them are referable to syphilis and scrofula; others again 
are probably varieties of tubercle of the skin, which is much more liable to be 
developed in warm climates than our own; the worst cases seen in this country 
generally occur in persons who have returned from India. The Arabian Hle- 
phantiasis consists rather in hypertrophy and induration of the cellular tissue 
than in any true disease of the skin. Such disorders need not occupy a place 
in these pages, because they are so rarely met with, and are not likely to throw 
any difficulties in the way of the student. - 


§ 12. Cellular Inflammation.—Practically, it is very inconve- 
nient that we are obliged to separate this disease from erysipelas, 
when studying its diagnosis: and to make the distinctions clear 
we ought to bear in mind, at the same time, thé characters of 
phlebitis, secondary suppurations, and even erythema. All are, 
more or less, allied to each other, but yet their true history and 
their pathology present them to our notice as distinct diseases. 

The history of cellular inflammation classes it at once as an 
acute febrile disease; from the first rigor till its distinct localiza- 
tion there is nothing to indicate what or where the inflammation 
isto be. Deep-seated paip first calls attention to the part affected, 
and is very likely to be referred to some internal organ, because 
it has not the burning or stinging character which in erysipelas 
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draws the attention of the patient or the attendant to the skin ; 
cases of this kind have been treated as some curious or anomalous 
example of internal disease, until accident has revealed the mis- 
take. This lesson should not be forgotten. The skin presents a 
lurid redness, and is tense, but not hard to the touch; pain is 
aggravated by pressure, but there is not much superficial tender- 
ness; the border of the redness is not defined, but gradually dies 
away in the surrounding skin. These characters are quite suffi- 
cient to mark the disease; to erysipelas it is allied by the fever 
and the redness, but the color and the sense of touch at once dis- 
tinguish it; the condition of the skin is more like erythema, but 
there is no fever or tension in that disease. From the swelling 
accompanying phlebitis it is completely removed by the redness 
of the one affection,.and the white cedematous condition of the 
other. 

It may be one of the forms in which secondary suppuration 
presents itself, or it may give rise to secondary suppuration else- 
where.: In both cases the characters of pyzeemia may be traced 
in addition to the cellular inflammation; the local abscesses, the 
inflamed absorbents, and the profuse perspiration, suggest to the 
observant practitioner what is going on. 

In its progress suppuration always supervenes; rigors, which 
have been absent since the commencement of the attack, recur, 
and are followed by sweating; the inflamed surface becomes less 
angry, and assumes a more livid color; the tension subsides, and 
is followed by what is called a “boggy” feeling, which is partly 
produced by superficial cedema, partly by purulent infiltration. 
and deep-seated fluctuation. 


In tracing the main features by which diseases of the skin are to be dis- 
criminated, and applying to them the rules of diagnosis, we are in great mea- 
sure restricted to the distinct objective phenomenon which each case presents 
in addition to its other and more general symptoms. In many cases the in- 
spection of the eruption is all that is wanted to determine its classification : 
and this is especially true of what may be called typical examples, but quite 
as frequently our judgment is influenced by other circumstances which the 
history of the case records. Practical habitude can alone give the power of 
determining which among these have any direct bearing on the cutaneous 
affection ; and the educated eye can often determine the class to which any 
case belongs from its general aspect and history, without entering on a minute 
examination of its specific character. 

When seeking for the solution of a difficulty, subordinate matters must not 
be neglected, such as the station in life, the probability of hereditary taint, 
of unsuitable food, or of exposure to infection, which the appearance and 
manner of the patient suggest. With this object the physician may be in- 
duced to ask many questions which seem to have little to do with the skin; 
unquestionably in a great many instances it is true that the more correct the 
history of the patient’s past life, the more certain is the diagnosis of any par- 
ticular ailment. I will add a few illustrations of the manner in which these 
additional facts afford hints for our guidance in fliagnosis. 

A febrile state more or less accompanies erythema and roseola, but seldom 
coexists with urticaria, and its comparative mildness separates these from 
erysipelas, phlegmon, measles, and scarlatina. It distinguishes the acute 
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from the chronic form of eczema, and marks the boundary very often between 
eczema impetiginodes and true impetigo. It draws an equally clear line of 
demarcation between pemphigus and rupia. It is always present with herpes, 
but when the fever is severe, the eruption is certainly only subordinate to some 
internal disease. Insufficient nutriment or exhaustion of body cause many of 
the varieties of skin disease to assume a suppurative character; the bearing 
this in mind will often lead to the discovery of the true original lesion where 
lichen, eczema, or scabies have undergone such a change. The same causes, 
as they explain the presence of ecthyma and rupia, guard against the need- 
less assumption of a syphilitic taint. Poverty and dirt alike go hand in hand 
with scabies and prurigo, but with the latter there is poverty of blood as well 
as of purse. The character of the food recently taken has often a definite 
relation to urticaria. The habits of the individual and the condition of the 
digestive organs have a close relation both to acne and tubercle of the skin. 

A life of dissipation affords grounds for the suspicion of syphilis; and it is 
especially to be remarked that the diseases more nearly resembling it are 
chiefly of a cachectic character; and in so far as such a condition is opposed 
to a life of gayety, does the suspicion become stronger, that the eruption is 
specific, if the idea of cachexia be not suggested by the aspect of the indi- 
vidual, when no distinct avowal of primary symptoms can be obtained. Close 
confinement and impure air certainly prepare the way for the scrofulous forms 
of disease to which the more obstinate of the pustular eruptions have been 
with justice referred. A life in a warm climate is much more likely to give 
rise to tubercle of the skin than to lupus or acne. 

The probability of contagion is another circumstance-which sometimes 
influences the judgment. It must be remarked that, excluding syphilis, those 
eruptions only can be viewed as really contagious in which parasitic life is 
concerned; at the same time there are sufficient facts to make us hesitate in 
asserting that others are not propagated in the same way. -We can easily 
conceive that pustular matter reaching an abraded skin may give rise to sup- 
puration there, and the disease once excited may continue, if the system be in 
a condition likely to insure its permanence: but the persons who seem to 
afford instances of this sort of contagion are usually exposed to the same 
influences, whatever they may be, that develop the disease ; and thus the spread 
of impetigo through a family or a school is.no proof that it was communicated 
from one child to another. j 

The mistake more frequently made is that of assuming that impetigo must 
be either favus or scabies, as 1t happens to be on the scalp or on the limbs, 
because there seems to be good evidence of its having spread by contact. _ 

Much attention must not be paid to the statement that the eruption itches 
or causes great irritation, as a guide to diagnosis. The susceptibility of the 
skin varies so remarkably in different individuals, and not less the moral 
courage to resist the inclination to alleviate the distress by scratching, which 
seems almost like an instinct provided for the purpose; and yet we all know 
how very greatly the itching is increased by the fresh irritation so produced. 
In one sense the information is of use, because where itching is complained of 
we may be sure that the inclination has been indulged, and that the appearance 
of the eruption is modified byit. No circumstance tends more to create 
varieties among the forms of skin diseases, and a great many of the anomalous 
examples may be referred to this cause. 
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Axpomen, Abscess in, 126, 886; Aneurism in, 816; Appearance of, 327; Cancer 
in, 1383 ; Cystic Growths in, 182; Diseases of, 826; in Fever, condition of, 65; 
Fluctuation in, 101; Physical examination of, 326; inspection, 101, 826; pal- 
pation, 827; percussion, 102, 829; Pulsation in, 816; Tubercles in, 122; 
Tumors of, 130, 358. 

Abortion, 111. : 

Abscess, Abdominal, 126, 356; Hepatic, 8362; of Lungs, 261; Lumbar, 126; Mus- 
cular, 415; Psoas, 126; Pysmic, 119; Renal, 389. 

Acarus of scabies, 423. 

Acephalocysts, 95, 182. 

Acinesis, 187, 

Acne, 424. 

Adipose tissue, hypertrophy of, 126; Adipose diarrheea, 370. 

Aigophony as a symptom, 224; term objectionable, 228; in pleurisy, 263. 

Ague, 75; Ague-cake, 369. 

Albuminuria, 390; Anzemia of, 114; Anasarca of, 99; Chemistry of, 382; Coma 
in, 148; Complications, 400; Diarrhcea in, 347; Dropsy with, 99; Epistaxis 
in, 105; with Heart disease, 307, 313; with Hematuria, 110, 391; Microsco- 
pical characters of, 8379; with Purulent urine, 393; Poisoning, resemblance 
to, 89. 

Amaurosis, 156. : 

Amenorrhcea, 406; Anzemia of, 114. 

Amphoric breath and voice sounds, 217, 225; in pneumothorax, 267. 

Anemia, 118; Anasarca in, 100; Blood-murmurs in, 115, 298: Chlorosis, 115; 
Chorea in, 189; Dyspepsia from, 339; Epistaxis in, 104; Mania with, 156. 

Aneesthesia, 187; Numbness of other kinds, 196. 

Analysis of urine, 872; quantitative and qualitative, 871; Table of, 385. 

Anasarca, 98; in anzemia, 115; General increase of size from, 49; the type of 
general dropsy, 98; with Pleuritic effusion, 265. See Dropsy. 

Aneurism, 314; Abdominal, 131, 316; of Aorta resembling laryngitis, 255; Hee- 
matemesis from, 108; Hemoptysis from, 107; Superficial, 314; Thoracic, 
281, 315. 

Angina pectoris, 202; from dilated heart, 307. 

Animal virus, 91. : 

Antimony, poisoning by, 90. e 

Aortic valves, Disease of, 312; murmurs in, 298; the pulse in, 54, 310. 

Aphonia in inflammation of larynx, 255; Hysterical, 255. 

Aphthex, 321; associated with diarrhoea, 348. Ro : 

Apoplexy, 174 ; Coma of, 147; Paralysis from, 191 ; Poisoning, simulated by, Soi 
Pulmonary, 106; Serous, 147, 175; Spinal, 198; Transient, 148. 

Appearance, general, of patient, 45. 

Appetite, state of, 49, 55. 

Arachnoid, inflammation of, 171. 

Arrangement of symptoms, 35. 

Arsenic, poisoning by, 90. 

Arterial bruit, 117, 314. 

Arteries, diseases of, 314; of Brain, degeneration of, 191, 312; Inflammation of, 
314; Murmurs in, 117. 
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Ascarides, 96; with disordered bowels, 350. 

Ascites, 100; with Anasarca, 100; Causes various, 98; from cirrhosis, 364; from 
disease of glands, 131; from peritonitis, 357; Distinguished from ovarian 
dropsy, 102, 402; Produces local enlargement, 126; Simulated by dilated 
stomach, 3385. 

Aspect and expression, 49, 56; Malignant, 114 See Face. . 

Asthma, 272; with emphysema, 273; Hay asthma, 278. 

Auscultation, abuse of, 27; limits of, 219; practice of, 212; theory of, 209; sum- 
mary of its teaching, 229, 249; of Abdomen, 828; Algophony, 224, 264; 
Amphoric sounds, 217, 225; of Aneurism, 314; of Blood-murmurs, 115, 298; 
in Bronchitis, 268; Bronchial sounds, 219; Cavernous sounds, 218 ; in Child- 
hood, 283; in Condensation of lung-tissue, 230; Creaking, 236; Crepitation, 
234; in Croup, 257; Crumpling sound, 236; in Dilatation of heart, 807 ; Dia- 
stolic murmurs, 296 ; in Emphysema, 273 ; in Endocarditis, 303; Endocardial 
murmurs, 294; in Expansion of lung-tissue, 231; Friction, pleuritic, 235; 
pericardial, 292; Gurgling-sounds, 235; of Heart, 290; modifications of nor- 
mal sounds, 291; murmurs, 294; in Hydro-pneumothorax, 267; in Hydro- 
thorax, 232, 264; in Hypertrophy of heart, 306; in Laryngitis, 254; of 
Lungs, 215; in clavicular region, 215, 236; in posterior and lateral regions, 
223, 241; Metallic tinkling, 285, 250; Moist sounds, 235 ; in Pericarditis, 302 ; 
in Phthisis pulmonalis, 275; in Pleurisy, 262; in Pleuro-pneumonia, 264; 
in Pneumonia, 258; in Pneumothorax, 266; Regurgitant murmurs, 290; So- 
norous and Sibilant sounds, 285; Suceussion, 235; Systolic murmurs, 296 ; 
in Tuberculosis, acute, 226; Tubular sounds, 219; in Tumors in chest, 280; 
in Valvular lesion, 307. 


BELLADONNA, poisoning by, 90. 

Bile, faulty secretion of, 350; in excess or defective, 368. 

Bilious headache, 182. 

Biliousness, 360; analogy to dyspepsia, 361; causes, 367; erroneous employment 
of term, 3836. 

Bladder, calculus in, 109, 395; Catarrh of, 390; Distended, as a form of abdo- 
minal tumor, 131; mistaken for ascites, 103; for ovarian dropsy, 403; pro- 
ducing cystitis, 394; Hemorrhage from, 109; Inflammation of, 394; Paralysis 
of, 196; Rupture of, with peritonitis, 353. 

Blindness as a sympton of disease of brain, 158; in hydrocephalus, 167. 

Blood, circulation of, in heart, 808; mechanism of, 294; Depraved states, 117; 
their effect on the brain, 148; on the stomach, 339; Pus in, 118; Spitting of, 
105; in aneurism, 315; in disease of heart, 313; in phthisis, 124; Urea in, 
148, 400; in Urine, 109, 893; appearance of, 875; chemical characters of, 
879; Vomiting of, 107; White-cell, 114. 

Blood-ailments, chronic, 112. 

Blood-murmurs, anzemic, 115, 298. See Murmurs. 

Bloodvessels, diseases of, 314. 

Bones, Caries of, 126; in head, 169; Diseases of, 418; Growths from, 183; in 
chest, 282; Inflammation, effects of, 126, 418. 

Bothriocephalus latus, 95. 

Bowels, Bile as affecting action of, 841; Diseases of, 841; Disordered, 350; 
Hemorrhages from, 115, 349 ; Inflammation of, 341; Irregularity of, in rela- 
tion to hydrocephalus, 167; Perforation, 352; Symptoms from, general, 48; 
special, 54; ulceration of, 8349; in fever, 66; in phthisis, 124. 

Brain, Acute disease of, 164; Arteries of, diseased, 312; Chronic disease of, 172; 
Circulation disturbed, 179 ; Concussion of, 146, 148; Digestion, in relation to, 
181; Effusion, serous, 145, 175; Extravasation of blood in, 146, 174; Func- 
tional disturbance of, 179; mode of investigation, 181; General Indications, 
142; Inflammation of, 169; its delirium, 154; its site, 170; Heart as affect- 
ing, 161, 176; Kidney disease, 148, 899; Paralysis from, 162; distinguished 
from disease of nerves, 190; Pathology of, not understood, 145; Semeiology 
of, 144; coma, 146; delirium, 148; insomnia, 148; mental phenomena, 145; 
muscular movements, 160; paralysis, 162; sensibility, 156; spasm, 160; stupor, 
147; Rheumatism in relation to, 79, 80¥ its metastasis, 151; Scrofulous in- 
flammation, 165; its delirium, 152; Stomach, sympathetic affection of, 335 ; 
Tubercles in, 125, 169; Tumors of, 191. : 
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Breath-sound, 212; Amphoric, 217, 225; Blowing, 216; Bronchial, 519; Cavern- 
ous, 219; Modifications of, 215; in clavicular region, 216; with superadded 
sounds, 236; in posterior and lateral regions, 223; with superadded sounds, 
242; Obstructed in condensation, 230; in expansion, 232; in Pleurisy, 262 ; 
in Pneumonia, 259; Quality of, 214; Rhythm of, 214; Varying intensity of, 
223; Whiffing, 231. See Auscultation. 

Bright’s disease, 390. See Albuminuria. 

Bronchitis, Acute, 268; its relation to influenza, 68; to pleurisy, 264; to pneumo- 
nia, 269; Breath-sound modified in, 221; Chronic, 269; simulated by phthisis, 
279; of Childhood, 284; with Emphysema, 242, 271; of Fever, 65; of Heart 
disease, 813; superadded sound in, 214. 

Bronchocele, 129. 

Bronchorrheea, 270. 

Bronchus, dilated, 221. 

Brow-ague, 201. 

Bruits all produced in the blood, 116; Cardiac, 290; ‘De diable,” 117; its value, 
294; Valvular contrasted with anemic, 298. 

Burse, enlarged, 128, 223. 


Causzs of morbid phenomena, complex, 32. 

Cachemia, 117. 

Cachexia, 117; anzemia from, 114; of cancer, 1382; in skin disease, 416. 

Calculus, Biliary, 368; its passage resembling gout in stomach, 369; Renal, 388; 
exciting hemorrhage, 116; Peritonitis simulated by, 354, 8368; Vesical, 395. 

Cancer, Abdominal, 130; Anzmia from, 114; Complexion in, 114, 180; Dropsy 
from, 99; of Liver, 863; causing jaundice, 366; of Lungs, 281; Osseous, 
138; of Pancreas, 370; of Peritoneum, 358; of Stomach, 883; hematemesis 
in, 108; Thoracic, 138, 280; of Uterus, 411; causing hemorrhage, 111; Va- 
rieties, 132. 

Cancrum oris, 321, 481. 

Caries, 414; Of spine causing inflammation of cord, 184; lumbar abscess, 126; 
paralysis, 192; Simulating rheumatism, 83. - 

Carnification of lung-tissue, 230. 

Catarrh, 268; causing asthma, 273; of Bladder, 390. 

Catheter, manipulation of, 390. 

Cellular tissue, inflammation of, 4381. 

Chemistry of urine, 372. 

Chest, general symptoms of disease in, 148, 206; Examination of, 206; Altera- 
tions in form, 209; in movement, 211; Auscultation, 212; Percussion, 211; 
Physical signs, 209; Tumors of, 280. See Auscultation, Percussion, Lungs, §c. 

Children, Convulsions of, 162, 177; Diarrhoea of, 847; Diseases of brain in, 166, 
167; symptoms of, 154; Diseases of lungs in, 283; of skin in, 419; scrofu- 
lous, 480; syphilitic, 429; Fevers of, 166; remittent, 67; eruptive, 71; 
Hoarseness, its importance, 256; Hooping-cough, 282; Thrush, 821; Tra- 
cheitis and crowing inspiration, 255; Ulcer of mouth in, 821; corroding, 431. 

Chlorosis, 115; a cause of dropsy, 99; Pain in side in, 199. 

Cholera, English, 70; Epidemic, 68; Mortality in, as relating to diagnosis, 70; 
Resembles poisoning, 88; Summer, 347. 8 

Chorea, 188; Brain in, 161, 181; Heart-disease in, 310; From worms, 96; Spasm 
of, 161. 

; Cireulation, Causing disturbance of brain, 179; Impeded by tumors, 281; Mecha- 
nism of, 294; with reference to Murmurs, 309. 

Cirrhosis of Liver, 364; with ascites, 103; its relation to hepatitis, 362; to jaun- 
dice, 366. & 

Classification of Diseases, 88; of Fevers, 62, 64; of -spots in, 62; of Eruptive 
fevers, 71; Chronic blood-ailments, 112; Depraved constitutional states, 121; 
Paralysis, 189. See also Diseases. Of Symptoms, 85; General indications, 
45; from regions and organs, 141; Special indications, 53; of Brain-disease, 
144; of Delirium, 150; of Heart-Disease, 286; diastolic murmurs, 296; sys- 
tolic murmurs at apex, 297; at base, 297; of Lung-disease, 215; modified 
breath and voice-sounds, 216, 224; superadded sounds, 234; of Symptoms 
derived from the urine, 372; chemical relations, table of, 885; sediments, 376, 
878; of Tumors, 128. 


° 
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Clavicular region, modified sounds, 216 ; superadded sounds, 236. 

Clinical Clerk, outline of notes for, vii. 

Coherence, as a symptom, 145. : : 

Colic, from constipation, 842; Lead, 93; Position of patient in, 50; Simulating 
nephralgia, 388. 

Colica Pictonum, 93. 

Color, changes of, 50, 56. 

Collapse in cholera, 69; in peritonitis, 352. 

Colloid cancer, 183; in omentum, 359. 

Coma, 146; of apoplexy, 175; of kidney-disease, 148, 390; of poisoning, 89; 
Partial, 147. ; 

Complexion as a symptom, 49, 55; in blood-diseases, 114; in kidney-disease, 391, 

Concussion of brain with coma, 146; with stupor, 148. 

Condensation of lung-tissue, 229. 

Condition of patient, general, 45. 

Consciousness, as a symptom, 145. 

Constipation, 842; in colica pictonum, 94; in disease of brain, 170; in dysentery, 
848; inducing obstruction, 344; in peritonitis, 354. 

Convulsions, Apoplectic, 175; in Brain-disease, 170; functional, 181; in Child- 
hood, 161,177; in False Croup, 257; Epileptic, 177; General, 161; with 
paralysis, 190; in Hydrophobia, 92. 

Cord, spinal, 184; Chronic disease of, 186; Inflammation of, 184; Paralysis from 
apoplexy of, 193; from disease of, 190, 192; from injury of, 192. 

Coronary arteries, disease of, 202. 

Coryza in measles, 72; absent in phthisis, 123. 

Cough, absent in acute laryngitis, 253; Characters of, 207; in chronic laryngitis, 
192; in croup, 256; with elongated uvula, 323; Hooping-coagh, 282. 

Cramps in cholera, 70. 

Crepitation, 234; value of, 27, 260. 

Croup, 256; causing laryngitis, 254; distinguished from laryngitis, 257; false, 
287. 

Crowing inspiration, 257. 

Cysticercus, 96. 

Cysts, 182; containing parasites, 95; Ovarian, 401; causing local dropsy, 98 ; 
distinguished from ascites, 102. See Hydatids. 

Cystine, 378. 

Cystitis, 395. 


Dearyess, in disease of brain, 159; in disease of fauces, 323; in fever, 65, 150 ; 
in hydrocephalus, 167. 

Delusions, 155, 

Delirium, as a symptom, 148; in Congestion of Liver, 361; in Erysipelas, 151 ; 
in Fever, 65, 151; in Hydrocephalus, 152, 167; in Inflammation of Brain, 
169; of heart, 151; of lungs, 262; Muscular spasm with, 161; Passive, 153; 
Reflective faculties in, 145; in Rheumatism, 79, 151; Subdivisions, 150; Tre- 
mens, 139; delirium of Pneumonia, 151. 

Deposits, secondary, 119. 

Diabetes, 395; insipidus, 394; tests for urine of, 384; thirst of, with hunger, 48. 

Diable, bruit de, 117. 

Diagnosis, abuse of, 26; advance of, 210; caution in, 327; difficulties of, 132, 145; 
errors of, 88, 250, 259; fancied excellence of accuracy, 411; general indica- 
tions in, 45, 141; illustrations of, from geometry, 81; method of, 34, 36; 
neglect of, 26, 417; object of, 29, 32; peculiar cases, 186, 279, 405; province 
of, 25; relation to theory of disease, 80; special indications, 53; theory of. 
29, uncertainty of, 312, 330. : 

Diarrhea, 346; adiposa, 370; bilious, 867; choleraic, 70; febrile, 8347; Associa- 
tions, 847; with fever, 65; with phthisis, 125; in childhood, 347. 

Diastolic murmurs, 296, 

Diathesis, Hemorrhagic, distinguished from purpura, 112; with epistaxis, 104; 
with hematuria, 110; with uterine hemorrhage, 111; Scrofulous and Tubpr- 

: cular, 121; with delirium, 152; with inflammation of brain, 166. 

Digestive organs, derangements of, 831; causing disturbance of brain, 182; Gene- 

ral Indications, 148, ; vere 
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Digitalis, poisoning by, 91. 

Dilatation of Stomach, 385; of Heart, 307; with valvular lesion, 312, 

Diphtheritis, 324; leading to croup, 256. Seale 

Disease, theory of, 25, 82. 

Diseases, Acute and chronic, 42; Classification, 88; of adventitious origin, 87; of 
arteries, 314; of brain, 164; of bones, 418; of cellular tissue, 431: of chest, 
205; chronic blood-ailments, 112; depraved constitutional states, 121 ; febrile, 
58; gout, 88; of heart, 801; of intestinal canal, 841; of joints, 418; of kid- 
neys, 387; of liver, 360; of lungs in childhood, 283; of mouth and pharynx, 
320; of muscles, 414; of nerves, 197; of cesophagus, 8380; of ovaries, 839; 
of pancreas, 370; paralysis, 187; of peritoneum, 852; quasi-nervous, 185; 
of respiratory organs, 252; rheumatism, 77; of skin, 416; of spinal cord, 
184; of spleen, 869; of stomach, 830; of urinary organs, 887; of uterus and 
vagina, 406; of variable seat, 96; of veins, 818; Simulated hysteria, 138; 
epilepsy, 178; paralysis, 188, 195; table, 89. 

Distension of stomach, 338. 

Distoma, 96. 

Distortion of chest, 210. 

Diuresis, 394. 

Dropsies, 97. 

Dropsy, Acute, 99; with Anemia, 115; with Cancer, 99, 131; Cardiac, 99; Chronic, 
99; Encysted, 102; General, 98; with Heart-disease, 808, 818; with Kidney- 
disease, 887, 392; with disease of Liver, 366; Local, 98, 99; Ovarian, 126, 
387; from Peritonitis, 356; with Pregnancy, 892; Renal, 100; Size, increased 
by, 49. 

Drop-wrist, 94, 195. : 

Drunkards, disease of liver in, 865; of stomach, 883; Dyspepsia of, 339; Delirium 
of, 189; Biliousness in, 861. 

Duration of disease, 42; and sequence of phenomena, 42. 

Dysentery, 848; Hemorrhage in, 114. 

Dysmenorrhea, 407. 

Dyspepsia, 3385; with Anemia, 114, 339; with Brain-disease, 182; Complex cases, 
837; Diagnosis by exclusion, 381; Distension in, 337; of Drunkards, 339; 
Gall-stones, resembling, 368; General characters, 330; with Gout, 84, 340; 
with Hyperemia, 3838; Isritability in, 387; Palpitation of, 286; Secretion 
faulty in, 358; Sympathetic Affections, 381; from Tobacco, 840; Urine of, 
alkaline, 373; phosphatic, 897; Varieties, 337. = 

Dysphagia, in aneurism, 256; in croup, 257; in diseases of mouth and pharynx, 
320; in laryngitis, 225; in stricture of the esophagus, 331, 

Dyspnea as characteristic of emphysema, 271; of pleurisy, 242; of heart-disease, 
802; indicating disease of the chest, 207; peculiar in laryngitis, 252; and 
croup, 256. 


Ecuinococcoes, 95. : 

Ecthyma, 424; connection with rupia, 426. 

Eczema, 421; impetiginodes, 423. ; 

Effusion, Abdominal, 100; evidence of, by fluctuation, 101; causes of, 103; General 
and local, 97; Pleuritic, 211; auscultation in, 224; symptoms of, 263; in 

Ventricles of brain, 153; hydrocephalus, 166; serous apoplexy, 175. 

Elephantiasis of the Greeks, 427; of the Arabians, 431. 

_ Emaciation, 49, 55, 207. ore 

Emphysema, General, 49; of Lungs, 271; auscultation in, 220, 228; complication 
with asthma, 278; with bronchitis, 272; distinguished from pneumothorax, 
267. as 

Empiricism, 30. 

Empyema, 126, 129; symptoms of, 263. 

Encephaloid cancer, 183; in mesentery, 358. 

Enchondroma, 1385. 

Endocardial murmurs, 294; not proof of endocarditis, 305. 

Endocarditis, 808; rheumatic, 79, 304. ; 

Enlargements, local, 125; general, 49; of heart, signs of, 287. : 

Enteritis, 348 ; from obstruction, 343 ; with peritonitis, 355; its relative frequency, 
841. 

Entozoa, 94. 
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Ephelides, 429. 

Epilepsy, 177; a Cause of semicoma, 148; Convulsions in relation to, 177; Dis- 
tinguished from apoplexy, 175; from hysteria, 137; from poisoning, 94; 
Feigned, 180; General indications, 161; Hysteric, 178; with Worms, 96. 

Epistaxis, 104, 106. h 

Eruptions on skin, color of, 429 ; early stage of, 417; observation of, 148; in Fever, 
62£ eruptive fevers, 73; Scrofula, 121, 430; Syphilis, 91, 428; Varieties of, 
429. See Skin-diseases. 

Eruptive Fevers, 71; characters of, 73. 

Erysipelas, 74; analogy to puerperal fever, 353; delirium of, 151; metastasis, 152 ; 
of throat, causing oedema glottidis, 254. 

Erythema, 417; nodosum, 417; distinguished from pyzmia, 119. 

Evidence of disease of lungs, basis of, 213. 

Examination of patient, general plan, 87; of abdomen, 265; chest, 205; of heart, 
226; of lungs, 218, 234; of regions and organs, 141; of urine, 371. 

Exocardial murmurs, 290, 

Expectoration, characters of, 207. 

Expiration, prolonged, 219; in health, 272. 

Expression and aspect of patient, 49, 55. 

Eyes, changes in, 157; contraction and dilatation of pupils, 157; perversions of 
vision, 158; ptosis, 163; strabismus, 162, 163. 


Facz, aspect of, in Abdominal disease, 327; in Albuminuria, 391; in Anemia, 
118; in Bronchitis, 270; in Cancer, 114; in Emphysema, 271; in Heart-dis- 
ease, 310; in Phthisis, 274; in Pneumonia, 258; in Skin-disease, 427; in 
Tuberculosis, acute, 279. ; 

Faculties, mental, as indications of disease, 145. 

Feces, Accumulations of, 342, 345; simulating tumor, 131; in Cholera, 69; in 
Disordered bowels, 350; in Dysentery, 348; Fatty, 850, 370; in Heemateme- 
sis, 106; in Jaundice, 867; special indications from, 54; Yeasty, 350. 

Farcy, acute, 98. 

Fat, deposit of, 49, 126. 

Fatty degeneration of heart, 307; of muscles, 414. 

sie diseases of, 321; inflamed in croup, 257; in laryngitis, 253; ulceration of, 

Favus, 426. 

Febricula, 61. 

Febrile diseases, 58. % e 

Feigned epilepsy, 178; paralysis, 188, 196; paraplegia, 195. ; 

Fermentation in the intestine, 350; in the stomach, 340; urine of, 373. 

Fever, Continued, 60; classification of, 61; complications of, 61, 64; deafness in, 
159; delirium in, 150, 153; depression in, 67; phthisis, analogy to, 128; pe- 
ritonitis in, 123; pneumonia of, 261; spots in, 62, 112, 168; subsultus in, 
161; typhoid and typhus, 64, urine of, 397; Eruptive, 71; General symp- 
toms of, 58; Hectic, 124, 206; Idiopathic, 59; Infantile, 67 ; distinguished 
from hydrocephalus, 167; Intermittent, 74; simulated by inflammation of 
brain, 170; Puerperal, 353; Remittent, 67; Rigor in, 59; Scarlet, 73; Sym- 
pathetic, 59. ; 

Fevers, division of, 60. 

Filaria, 96. 

Fit, apoplectic, 175; epileptic, 177; fainting, 136. 

Floccitatio, 16%. 

Fluctuation, 101. 

Foetai heart, sound of, 405. 

Foot, first attack of gout in, 84. 

Formication, 188; differs from ansesthesia, 198. 

Fragilitas ossium, 414. 

Frambesia, 427. 

Fremitus, vocal, 210. 

Friction sounds in Heart, 292; with reference to pericarditis, 302; to rheumatic 
fever, 304; in Pleura, 235; its position, 237, 241; with reference to pleu- 
risy, 262... ; 

Functional disorders of Brain, 179; of Kidneys, 396. 

Fungoid growths, 133; a cause of hemoptysis, 107. 
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GALL-BLADDER, enlarged, 180, 864; concretions in, 368. eee 

Gall-stones, 868; passage of, resembling colic, 94; peritonitis, 355." 

Gait, 51, 57; in relation to paralysis, 188. 

Gangrene of lungs, 192. 

Gaseous poisoning, 90. 

Gastritis, 334; its rarity, 342. 

Glands, enlargement of, 128; from Morbid growth, 180; in abdomen, 858; in 
chest, 280; from Scrofulous deposit, 121; bronchial, 285; mesenteric, 122; 
in neck, 825; from Skin-disease, 430 ; Salivary, inflamed, 325, 

Glanders, 92, 120. 

Globus hystericus, 137. 

Glossitis, 321. 

Glottis, oedema of, 354. 

Goitre, 129. 

Gonorrhea, 91; distinguished from leucorrhcea, 408; giving rise to cystitis, 895; 
obscuring diagnosis in examination of urine, 408. 

Gout, 83; alteration of joints from, 413; distinguished from rheumatism, 79; dys- 
pepsia of, 339; erratic, 85; in the stomach, 340, 869; masked, 202; nephral- 
gia of, 888; retrocedent, 202; rheumatic, 84, 413. 

Growths, morbid, 125; in chest, 282; distinguished from aneurism, 315; in liver, 
363; malignant, 131; myeloid, 183; in peritoneum, 358. 

Gums, blue line in colica pictonum, 94; spongy, 112. 


Hasirs of patient, 42. 

Hematemesis, 107 ; in disease of stomach, 333; distinguished from hemoptysis, 
106. 

Heematocele, 126. : 

Heematuria, 109, 376; causes, 393; microscopic appearances, 878. 

Heemoptysis, 105; from Aneurism, 315; in Cancer, 281; in Heart-disease, 818 ; 
Hysterical, 105; in Phthisis, 124, 274; in Pneumonia, 256. 

Hemorrhage, 104; Anemia from, 113; from Bladder, 110; Hysterical, 107; from 
Kidney, 109, 375; Internal, 112; Intestinal, 110; from Lungs, 105, 206; 
from Nose, 105; from Prostate gland, 110; with Purpura, 110, 112; from 
Stomach, 107, 333; Subcutaneous, 112; Vicarious, 107, 108; from Uterus, 
111, 407. 

Hemorrhagic diathesis in epistaxis, 104; in hematuria, 110; in uterine hemor- 
rhage, 111 ;. differs from purpura, 112. 

Hallucinations, 155, 158. : 

Hay-Asthma, 273. ; 

Headache as asymptom, 160; in anemia, 114; bilious, 182; in brain-disease, 170; 
in constipation, 342; in dyspepsia, 182; its uncertainty, 181. , 

Head-symptoms, 165, 181; diminished or increased by horizontal posture, 160; in 
dyspepsia, 381; in fever, 65; in kidney disease, 390. : 

Hearing, alteration in sense of, 159. 2 

Heart, Angina from disease of, 202, 307; Aortic valve disease, 312; Aspect of pa- 
tient, 810; Associations of disease of, 313; Auscultatory phenomena, 290; 
Brain-disease from, 147, 177; Chorea, effect of, 310; Circulation in, 295; 
explanatory of murmurs, 808; Delirium from inflammation of, 151; Dilatation 
of, 807; Diseases of, 301; their causes, 313; Dropsy from, 99, 308; Enlange- 


ment of, 287; Epistaxis in disease of, 105; Examination of, 286; Endocardi- 


tis, 303; Foetal sound of, 405; General indications, 286; Hamoptysis from, 
106; Hypertrophy of, 306; Inflammation of, 808; Intermission, 288 ; Irregu- 
larity, 287; Jaundice from, 367; Kidney-disease from, 392; Malformation of, 
812; Mitral valve disease; 312; Murmurs, 290 (see Murmurs) ; N ormal sounds, 
- 287; modifications of, 291; Palpitation, nervous, 287, 291; Pericarditis, 302; 

Pericardium, adhesion of, 288; Pulse in disease of, 310; Reduplication of sounds 
of, 292; Rhythm of, altered, 291; Valvular insufficiency, 310; lesion, 307. 

Heart-burn, 339. 

Hectic, 128, 207. 

Hemicrania, 201. ; E 

Hemiplegia, 189; in relation to Brain-disease, 162; compared with Local paraly- 
sis, 190. ; 
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Hepatitis, 361. 

Hernia, 128; internal strangulation, 346. 

Herpes, 422; circinatus, 422; labialis, 422; preputialis, 422; zoster, 422. 

History of case, its meaning, 34; its importance, 42; outline of, vii. 

Hoarseness in croup, 256; in laryngitis, 252, 255. 

Homeopathy, 33. 

Hooping-cough, 282. 

Hydatids, 182; connected with echinococcus, 95; distinguished from ascites, 103; 
in liver, 861, 364. 

Hydrencephaloid disease, 168, 180. 

Hydrocele, 126. 

Hydrocephalus, acute, 166; with tubercle, 125; chronic, 126. 

Hydrocyanic acid, poisoning by, 90. 

Hydrometra, 103, 403. 

Hydropathy, 33. 

Hydro-pericardium, 805; simulated by dilatation, 288, 306. 

Hydrophobia, 91. 

Hydro-pneumothorax, 267. 

Hydrothorax, 126; from albuminuria, 264; auscultatory signs, 227; from acute 
pleurisy, 263; passive, 264. 

Hyoscyamus, poisoning by, 90. 

Hyperemia of stomach, 338, 

Hyperesthesia, 185. 

Hypertrophy, simple, 126; of Heart, 806; with valvular lesion, 312. 

Hypochondriasis, 156; distinguished from hysteria, 135. 

Hysteria, 185; in man, 185; connected with ovarian disease, 401; sensations of 
pain in, 157. 

Hysterical chorea, 139; epilepsy, 178; hzemoptysis, 105, 107; laryngitis, 254; 
neuralgia, 199, 203 ; paralysis, 1387, 188; tetanus, 139; tympanites, 351. 

Hunger, 49, 55. 


Ictrrus. See Jaundice. 

Ichthyosis, 420. 

Idiosyncrasy, 27. 

Tleus, 344. 

Tilusions, 155. 

Impetigo, 423; figurata, 423; sparsa, 423. 

Incoherence, 149. 

Inconsistency of history, 34; of phenomena, 43. 

Inflammation, accompanied by pain and tenderness, 156; of brain, delirium of, 
153 ; not synonymous with pain, 186; nor with neuralgia, 198; ovarian dis- 
ease independent of, 401; suppuration, 126; of uterus, rarity of, 411. 

Influenza, 68; an ephemeral fever, 62; relation to bronchitis, 268; simulated by 
phthisis, 122. 

Innervation, 145. 

Insanity, delirium of, 154; lesions in, 145; nature of, 154; perverted sensations 
in, 157, 158; puerperal, 156. 

Tnsensibility, 146. 

Insomnia, 148; attendant on delirium, 146; in delirium tremens, 150. 

Intercostal rheumatism, 265; spaces bulging, 2638. 

Intermittent, 74; irregular, 76; hemicrania as a form of, 201. 

Intestinal canal, diseases of, 341 ; Constipation, 842; Diarrhoea, 346; Disordered 
bowels, 350; special forms of, 350; Dysentery, 848; Enteritis, 843; Hemor- 
rhage, 1103 Tleus, 344; Obstruction, 344; its investigation and causes, 346 ; 
Relations of inflammation, 341; Tympanites, 351; Ulceration, 349; Worms, 95. 

Intolerance of light, 157. ae: eg 

Intoxication, its distinction from apoplexy, 147; from i isoni 

Pe tmcnton SL poplexy, ; from narcotic poisoning, 90. 

Irritation, nervous, 200; spinal, 185. 

Trritability of stomach, 336. 

Ischuria, 390; in nephritis, 888. 

Itch, ‘ grocer’s,” 422. 
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JaunpDIcE, 865: accidental, 364; its color simulated, 366; produced by biliary cal- 
culus, 868; by emotion, 867; by heart-disease, 867; by hepatitis, 361; its 
theory not always understood, 865; urine in, 875. 

Joints, diseases of, 413; resembling rheumatism, 80, 82. aes 


Krpneys, Diseases of, 387; abscess of, 389; albuminuria, 390; calculus, 109, 
388; diabetes, 895; diuresis, 894; functional disorder, 896; ischuria, 890; 
nephritis, and nephralgia, 387 ; Associations of, 399; with brain disease, 148, 
177; with dropsy, 99, 399; with dyspepsia, 898; with gout, 85; with hydro- 
thorax, 264; with hypertrophy of heart, 306, 892; with oedema of glottis, 
254; with rheumatism, 83; Bright’s disease, 390; Examination of urine, 371; 
table of chemical relations, 385; Fungus of, 110; General state, relation of 
urine to, 48; General symptoms, 148; Hemorrhage from, 109, 393; the 
Lithic-acid diathesis, 897; the Phosphatic diathesis, 898. See Urine. 

Kiesteine in urine, 399. 


- Larpacrovus Liver, 364. 

Laryngitis, acute, 252; bastard, 254; chronic, 255; diphtheritic, 8324; from disease 

of pharynx, 320; Aphonia of, 255; Distinguished from aneurism, 256; from 
~ croup, 257; Simulated in hysteria, 255; by tumor, 281; Sore throat in, 822. 

Laryngismus stridulus. See Orowing Inspiration. 

Lead, poisoning, 98; paralysis of, 195, 414. 

Lepra, 420. 

Leucocytheemia, 114. 

Leucorrhcea, 408; in children, vaginitis, 408; effect on the urine, 375. 

Lichen, 419; agrius; 419; circumscriptus, 419; strophulus, 419. 

Lithic-acid Diathesis, 398. See Uric Acid. 

Lithates, cause of their presence, 397 ; chemical characters, 376. 

Liver, Abscess of, 362; Ascites dependent on, 103, 8365; Cancer of, 182; Cirrho- 
sis, 865; Congestion of, in dyspepsia, 338; in delirium tremens, 861; Enlarge- 
ment of, 363; Fatty, 364; Heematemesis from, 108;—Hobnail, 365; Hydatid 
cysts of, 182, 364; Inflammation of, 361; Lardaceous, 363; Nutmeg, 363; 
Scirrhus of, causing jaundice, 366; Tumors of, 130; Yellow atrophy, 366. 

Lumbago, 81. 

Lumbrici, 96. 

Lungs, Auscultation of, 215, 232; in clavicular region, 215, 235; in posterior and 
lateral regions, 223, 241; summary of indications, 229, 241; Abscess of, 
261; Apoplexy of, 106; Breath.sound, modification of, 215; Carnification of, 
230; Childhood, diseases in, 283; Compression of, 227; Condensation of, 
230; Congestion of, in fever, 65; Consolidation, 219, 230; Diseases of, 252; 
asthma, 272; bronchitis, 268; emphysema, 269; hooping-cough, 282; hydro- 
thorax, 264; phthisis, 278; pleurisy, 262; pleuro-pneumonia, 264; pneumo- 
nia, 258; pneumothorax, 266; Enlargement of, 246; Expansion of tissue, 
232; Gangrene of, 261; General indications, 148; Hepatization, 230; He- 
morrhage from, 105; Inflammation of, 258; chronic with tubercle, 261; 
Gdema of, 245, 270; Percussion of, 211, 215; in clavicular region, 215, 236; 
in posterior and lateral regions, 223, 241; Physical examination of, 210; pre- 
cedes that of heart, 210; Special external signs, 211; Superadded sounds in, 
234; Suppuration of, 208; Tubercles in, 117; at both apices, 278; at base, 
278; detection in early stage, 218, 239; distinguished from inflammation, 260; 

ca relation of sounds to, 276; Tuberculosis of, 280; Tumors of, 210. 


Matatss, 157. so 

Malaria, 201. 176 

Malformation of heart, congenital, $11. 

_ Malignant aspect, 114; growth, 131. 
Mania acute, 154; resembles inflammation, 170; puerperal, 156. 
Materia Medica, uses of, 25. 
Measles, 71; sequelse of, 74, 128. 
Médecine expectante, 26. 
Melena, 349. ; 
Meningitis, 171; delirium of, 153, 171; Spinal, 184. 
Menorrhagia, 898 ; distinguished from hemorrhage, 111. 
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Menstrual functions, association of, with rheumatic gout, 86. p 

Menstruation, condition of, 148; Irregular, 407; Painful, 407; Profuse, 407; in 
Pregnancy, 404; Suppressed, 406; distinguished from chlorosis, 115; with 
hamatemesis, 108; with hemoptysis, 107, 108. 

Mental Faculties, condition of, 145. 

Mercurial paralysis, 194. 

Mesenteric disease, 122; ansomia from, 118. 

Mesentery, growths in, 858. 

Metallic tinkling, 285, 242; timbre, 250; in pneumothorax, 267. 

Metastasis of Erysipelas, 152; of Parotitis, 824; of Rheumatism, 151; in the 
acute form, 79; in the synovial, 80. 

Method of diagnosis, 84; of obtaining a history, 87; good and bad methods, 380. 

Metritis, 411. 

Microscope in examination of urine, 378. 

Miliary Eruption, 68. 

Mind, unsound, 145, 155; its definition, 154. 

Mitral valve, disease of, 812; murmur in, 297. 

Mobility, alterations of, 187. 

Moist sounds in lungs, 235; in bronchitis, 268; in phthisis, 277. 

Mollities ossium, 414. 

Molluscum, 580. 

Mouth, diseases of, 820. 

Mucous membrane, irritation of, 66; in glanders, 93. 

Mucus in urine, 877, 879. 

Murmurs, Anwmic, 115; distinguished from valvular, 298; Aortic, 309; Arterial, . 
117; Cardiac, 290; occasionally absent, 808; Diastolic, 295; Endocardial, 
294; Exocardial, 290; Friction, 292, 303; Mitral, 810; Musical, 290; Pul- 
monic, 298; Purring, 290; Regurgitant, 290; Systolic at apex, 297; at base, 
297; ‘To and fro,” 290; Tricuspid, 297; in Valvular lesion, 308; imperfec- 
tion, 808; Venous, 117; Vesicular in Respiration, 212. 

Musee volitantes, 158. 

Muscles, diseases of, 414; abscess, 415; atrophy, 415; fatty degeneration, 196, 
415; paralysis, 195; from lead, 94; from overstrain, 195. 

Muscular movements as a symptom of brain-disease, 160; in chorea and tetanus, 
188; pain, 187, 208; spasm with delirium, 161. 

Musical murmur, 290. 

Myeloid growth, 183. 


Naxcorro poisoning, 89. 

Nares, hemorrhage from, 105; simulating hemoptysis, 106. 

Neck, tumors of, 129. 

Nephralgia and Nephritis, 387. 

Nerves, Anatomical relations of, in neuralgia, 197; in paralysis, 189, 195; Cranial, 
paralysis of, 168, 195; Fifth pair, neuralgia of, 200; Laryngeal, affection of, 
256; in false croup, 257; Paralysis as the effect of pressure on, 195; Spinal, 
pain of, 208. 

Nervous system, alkaline urine caused by, 378; disorders of, 179, 182; general 
Ro. regarding, 148; irritation of, 200; phosphates in urine, caused by, 

Nervousness, 185, 

Nettle-rash, 418. 

Neuralgia, 197; spinal, 208. 

Nodes, syphilitic, 414. 

Nomenclature, objectionable, in disease of lungs, 213, 284; in disease of heart, 290. 

Nose, bleeding from, 104; polypus of, 105. 

Nosology, 25; new uterine, 411. 

Notes of cases, importance of, 86, 142; outline of, vii. 

Nutmeg Liver, 864. 


Oxesity, 49; when not occurring after mid-life, 827. 
Object of author, 29, 

Objective phenomena, 86, 45. 

Obstruction of bowels, 844; in enteritis, 844. 
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dema, or local dropsy, 99; caused by anzemia, 115; by diseased glands, 131; of 
Glottis, 254; of Upper half of body, 281. E 

(Esophagus, diseases of, 330; spasm, 331; stricture, 331. 

Omentum, diseases of, 181; cancer, 133; tumors, 359. 

Opium, poisoning by, 89; producing coma, 147. 

Organs, examination of, 141; Diseases of, see Diseases. 

Orthopneea, 50. 

Ovarian dropsy, 402; a cause of enlargement, 126; resembles ascites, 102; rules 
for its diagnosis, 403. 

die pieces of, 401; not inflammatory; 401; enlargement of, 402; tumors 
of, ete 

Oxalate of lime in urine, 379; its associations, 399. 


Paty, distinguished from inflammation, 136; from neuralgia, 197; in Brain-disease, 
159; in Cancer, 134; in Chest-disease, 207 ; in Colica Pictonum, 93; Duration 
of, 43; General, 157; in Heart-disease, 286; in Hysteria, 187; in Kidney- 
disease, 387; Local, 199; Muscular, 137, 204; in Peritonitis, 147; Posture 
affected by, 50; in Rheumatism, 77; Stiffness in relation to, 414; Stomach, 

__ in disease of, 337 ; Sympathetic, 199. 

Painter’s Colic, 93. 

Palpation of abdomen, 329. 

Palpitation in Anemia, 114; Dyspeptic, 205; Nervous, 287; distinguished from 
hypertrophy, 288, 291. 

Palsy. See Paralysis. 

. Pancreas, disease of, 370; stools in, 351; tumor of, 131. 

Paralysis, 187; Agitans, 194; in Brain-disease, 162, 173;—of Bladder, 395; of 
Bowels in peritonitis, 354; Coma with, 146; Facial, 196; of Forearm, 196; 
General, 193; Hysterical, 137, 188; of the Insane, 193; Lead palsy, 94, 195; 
Local, 195; compared with hemiplegia, 190; Muscular, 196, 414; Pain and 
stiffness distinguished from, 188; Simulated, 188; detected by gait, 195; in 
disease of Spinal cord, 186; Stupor with, 147; Varieties, 189. 

Paraplegia, 191; as a symptom of disease of brain, 162; of cord, 186. 

Parotitis, 824; metastasis of, 324. 

Pathognomonic signs fallacious, 27, 215. 

Pathology, uses of, 25. ; 

Patient, general appearance of, 49; general state, 45; habits, 42; position, 50; 
posture in chest-disease, 207; in peritonitis, 51, 354; complaint of rheuma- 
tism, 77; his theories, 336. = 

Pemphigus, 425. 

Pepsine, deficiency of, 340. 

Perception, faculty of, in disease of brain, 145. 5 

’ Percussion, 211; of Abdomen, 101, 329; with Auscultation, 215; Changes of re- 
‘sonance in clayicular region, 215; with superadded sounds, 234; in posterior 
and lateral regions, 223; with superadded sounds, 241 ; Cracked-pot sound of, 
220; Comparison of regions, 220; Dull over cavity, 220; from fluid, 232; 
from ossification of cartilages, 221; Indications from, 229; in pleurisy, 263 ; 
in pneumonia, 263; in tumors, 280; Information limited, 211, 226; Pheno- 

- mena, simple, 27; Theory of, 209. ; : 

Pericarditis, 302; friction, 292; rheumatic, 79; with endocardial bruit, 311. 
Pericardium, Adherent, with dilatation, 307; signs of, 288, 302; Friction in, 292; 
as Creaking sound in, 294; Fluid in, 302; simulation of, 289. 

Periostitis, 128, 414; syphilitic, 414. ‘ 

Peritoneum, Abscess of, 126, 3464-~Adhesions of, 355; Cancer of, 133; Diseases of, 
352; Fluid in, 100; Inflammation of, 352; Morbid growths in, 358; Tubercles 
in, 124, 357. : ne 6 

~ Peritonitis, Acute, 352: with enteritis, 343; with fever, 66; with gastritis, 836 ; 

+ with tympanites, 351; Chronic, 356 ; dropsy after, 103; with morbid growth, 
357; with tubercles, 124; Idiopathic, 353 ; Partial or local, 355; as a tumor, 
181; Puerperal, 853; Tubercular, 357; Uterine, 411. . 

Perspiration in phthisis, 123; rheumatic, 78. . : 

Pertussis, 282; complications of, 283; place in classification, 252. 
Petechiz, = 112. a 
Pharynx, diseases of, 320. 7 
29* 
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Phenomena, duration and sequence of, 42; objective and subjective, 86, 45; of 
percussion and auscultation, 216. 

Philosophical view of auscultation, 214. 

Phlebitis, 319; associated with oedema, 100; Capillary, 319; with acute dropsy, 
99; Occlusion resulting from, 818; Theory of its action in causing pyemia, 
118. 

Phlegmasia dolens, 318; rarely ending in suppuration, 118. 

Phosphates in urine, 876; depend on alkalescence, 897; Triple phosphate, 880; 
in cystitis, 390. 

Phosphatic diathesis, 373, 398. 

Phrenology, 144. 

Phthisis, 122; acute, 122; chronic, 123; laryngea, 255; pulmonalis, 273 ; Asso- 
ciated with dropsy, 99; with hemoptysis, 105; with inflammation of brain, 
168; with pleurisy, 265, 280; with pneumonia, 261, 279; Auscultation of, 
275; cautions, 275; clicking sounds in, 286, 239; difficulties, 276; the early 
stage, 220, 239; phenomena in detail, 276; in Childhood, 285; Distinguished 
from bronchitis, 270, 278; from pneumonia, 260; General symptoms, 206 ; 
Heart-sounds, indications from, 222; its Place in Classification, 39; Resem- 
blance to fever, 128, 168; sonorous sounds in, 288; Symptoms vary in inten- 
sity, 274. See Lubercles. 

Physical signs, 86; of disease of chest, 209. 

Physiognomy of disease, 49. 

Physiology, uses of, 25. 

Pia mater, inflammation of, 171. 

Pictonum, colica, 93. 

Pityriasis, 421; capitis, 421; versicolor, 427. 

Plan of investigation of general state, 37, 45; of various organs, 141. 

Plethora, hemorrhage in; 104, 107; with reference to stomach, 339. 

Pleura, Adherent, 265; Air in, 266; Chronic thickening of, 227 ; Effusion of lymph 
in, 262; of serum, 224, 241; Friction in, 235; Passive effusion in, 241, 264; 
Pus in, 264. 

Pleurisy, 262; dulness of, 282; friction in, 262; Complicated with bronchitis, 
264; with hepatitis, 362; with pericarditis, 8303; with peritonitis, 354; with 
phthisis, 265, 280; with pneumonia, 224, 264; General symptoms, 262; In- 
jury a cause of, 265; Simulated by pleurodynia, 265. 

Pleurodynia, 265. 

Pleuro-pneumonia, 261, 264; auscultatory signs, 224, 241; with hepatitis, 362. 

Pneumonia, 258; fine crepitation, 236, 243; Chronic, 261, 280; in Childhood, 284; 
Complicated with fever, 65, 261; with pleurisy, 264; with tubercles, 279; 
Distinguished from bronchitis, 269; from phthisis in upper lobe, 237, 260; 
General symptoms, 258; delirium, 150, 262; hemoptysis, 107; sputa, 208, 
260; Pysemic, 253; Terminating in abscess, 261. 

Pneumothorax, 266; Auscultation, 220, 225; metallic tinkling, 242; percussion, 
wooden tone of, 216, 218; succussion, 242; Causes, 266, 268; Distinguished 
from emphysema, 267; General symptoms, 266. 

Poisoning, 87; Blood, 118; Gaseous, 90; Irritant, 88; causing hemorrhage, 108; 
effects on stomach, 334; Lead, 93; drop-wrist without, 195; Narcotic and 
sedative, 89; coma of, 147; Slow, 90; painter’s colic, a form of, 93. 

Polypus of Nose, 105; of Uterus, 409; hemorrhage from, 111. 

Pompholyx, 425. ; 

Porrigo favosa, 426; decalvans, 419, 426. 

Position of patient, 46; in bed, 50, 56; in chest-disease, 207; in heart-disease, 
56; im paralysis, 57; of pain in peritonitis, 51, 854; prone, 56; in prostra- 
tion, 50; in rheumatic fever, 51. 

dS = ae 46 ; bent, 57; ov 4 horizontal with reference to pain in 

ead, ; semi-erect, especially in heart-disease, 207; i in ij 
aE TER » esp y , 207; expressing pain in 

Power, loss of, in hysteria, 1387 ; in paralysis, 187; in rheumatism, 77. : 

Pregnancy, amenorrhea of, 406; menstruation in, 404; symptoms of, 404; tubal, 
404; with albuminuria, 392; Kiesteine in urine of, 399. 

Prolapsus uteri, 409; of vagina involving bladder, 410. _ 

Prostate gland, disease of, 110. 

Prurigo, 419; podicis, 420; pudendi, 420, * 
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Psoas abscess, 126. 

Psoriasis, 420. 

Ptosis, 163. 

Puerperal fever, 353; peritonitis, 354. 

Pulmonary artery, murmurs in, 298. 

Pulsation, abdominal, 816; of tumors, 181; direction of, 315. 

Pulse, characters of, 46; Irregular, 288; Intermittent, 289; Special indications, 
53; in chest-disease, 206; in heart-disease, 810; in hydrocephalus, 168; Un- 
even, 288. 

- Pupil, action of, in disease, 157; condition in apoplexy, 176. 6 

Purpura, 112; with heemoptysis, 107; with hematemesis, 109; with hematuria, 
110; with intestinal hemorrhage, 110. 

Purring murmur, 290. 

Pus in abdomen, 126, 356; in Blood, 118, 317; in Thorax, 126, 264; in Urine, 
889, 895; its chemical relations, 8377 ; microscopic appearances, 378. 

Pyemia, 317; Associated with pneumonia, 259; with purpura, 112; with suppu- 
rative phlebitis, 118; Distinguished from gout, 84; from rheumatism, 79; 
Resemblance to glanders, 92. 

Pyelitis, 389, 

Pylorus, stricture of, 8332; cancerous, 388. 

Pyrexia, idiopathic and symptomatic, 59. 

Pyrosis, 389. 


QuacEERy, language of, in exaggeration, 406; in imagination, 409; in unfavorable 
- opinion, 241; in ulceration of uterus, 410; Success of, based on faulty diag- 

: nosis, 83; on false prognosis, 85. 

Quinsy, 322; with laryngitis, 354. 


Racuitis, 414 
Rational medicine, 30. 
Reduplication of heart’s sounds, 254. 
Rectum, scirrhus of, 183, 845. 
Reflection, faculty of, as an indication of disease, 145. 
Regions, examination of, 141. 5 
Region of the chest, Modified sounds in, 215; the clavicular, 215; the posterior 
and lateral, 224; Superadded sounds in, 234; the clavicular, 286; the poste- 
rior and lateral, 241. 
Regurgitant murmurs, 290. : 
Remedies, selection of, 37. 
Remittent fever, 67. 
Resistance, a test of paralysis, 187. ; 
Resonance of Bowel in ascites, 101; in examination of abdomen, 829; in ovarian 
dropsy, 402; in chronic peritonitis, 357; in tympanites, 1U4, 851; of Chest, 
211; excessive, in emphysema, 271; in pneumothorax, 266; modifications of, 
215; of Voice, 212; in early consolidation, 219; modifications of, 215; sgo- 
phony, 224. See Auscultation and Percussion. ‘ : 
Respiration, characters of, indicating disease, 208; healthy, 212; modifications of, 
= 215, See Auscultation. coli 
Respiratory organs, diseases of, 252; general examination, 148; general symp- 
toms, 206. See Lungs. : i 3 
—Rheumatism, 77; Acute, 78; in Children, 78; Chorea in, 189 ; Chronic, 81; De- 
lirium in, 151; Fibrous, 80; Gonorrhceal, 80; Heart, inflammation of, 304; 
Intercostal, 265; J oint-disease in relation to, 413; Muscular, 81, 208 ; Pye- 
mia, distinguished from, 120; Subacute, 79; Synovial, 80; Urine in, 397. 
Rheumatic gout, 85. 
Rhythm of breath-sounds, 214; of heart-sounds, 291. 
Rib, fracture of, causing pleurisy, 265. 
Rickets, 414. : : ; 
Rigor, 59; in inflammation of brain, 170; in pleurisy, 263. 
Ringworm, so-called, a lichen, 419; herpes, 422; fayus, 426. 
- Roseola, 417. ; 
Rupia, 425. 
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SARCINA VENTRICULI, 335; alkaline urine with, 373; phosphate with, 398. 

Scabies, 423. 

Scalp, tumors of, 129. 

Scarlatina, 73; Albuminuria of, 387, 892; Dropsy of, 99; with hematuria, 110; 
its peculiar tension, 49; Sore-throat of, 322. 

Sciatica, 261; a form of rheumatism, 82. 

Scirrhus, 133; of Liver, 865; of Lungs, 281; of Pancreas, 133, 869; of Rectum, 
345; of Stomach, 131, 332; hematemesis in, 108; of Uterus, 4138. 

Scrofula, 121. 

Scrofulous Abscess, 430; following on mumps, 324; Enlargements, 129; Inflam- - 
mation of brain, 166; delirium of, 152; Ulcer, 430; in throat, 323. 

Scurvy, 112; hematemesis in, 108. 

Semeiology, 25; of abdominal inflammation, 841; of the brain, 144; special indi- 
cations, 53. 

Sensation, altered, in disease of brain, 156; loss of, ansesthesia, 187. 

Sensations of patient, 46, 52; in cholera, 69; in disease of chest, 207; of pain, 
exaggerated, 185; mistaken for loss of power, 414; in disease of abdomen, 
827; in disease of stomach, errors from, 386; unusual, 57. 

Senses, special affection of, 157. 

Sensibility, alterations of, 156; loss of, 187 

Sequence of phenomena, 42. 

Serum, effusion of, 125; in dropsy, 98; in the pericardium, 288, 302; in perito- 
neum, 100; in pleura, 224, 264; in ventricles of brain, 147, 166. 

Sexual organs in nervous disorders, 182. : 

Shingles, 422. 

Sibilant sounds in lungs, 235. 

Simulation of epilepsy, 178; of paralysis, 188; of partial loss of power, 196; 
especially recognized by the gait, 195. 

Sight, alterations in, 157; perversions of, 158. 

Skin, Blue color of, in cholera, 69; Bronzed, 429; Cancer of, 481; Condition of, 
in reference to general state, 46; to cellular inflammation, 431; to phthisis, 
124; to tubercular peritonitis, 8358; to rheumatic fever, 78; Contagion of 
disease of, 438; Difficulties of diagnosis, 416; Discolorations of, 428; Diseases 
of, 416; Endemial diseases of, 431 ; in Eruptive fevers, characters of eruptions 
on, 78; Erythema of, 417; Papular eruptions of, 419; Pustular eruptions of, 
423; Scrofula, eruptions in, 121, 430; Scrofulous ulcer of, 480; Squamous 
diseases of, 420; Suppuration of, in pyemia, 119; Symptoms associated with 
disease of, 432; Tenderness of, in hysteria, 187; Tubercle of, 427; Vesicular 
eruptions of, 421. ; 

Skull, fracture of, 146 

Smallpox, 74. 

Solids and fluids, relation of, in the chest, 212. 

Sonorous sounds in lungs, 285; in pneumonia, 259; in bronchitis, 268. 

Sore-throat, 822; its importance in laryngitis, 253; in scarlatina, 72. 

Sounds, Breath and Voice, modifications of, 213; and of percussion-resonance, 202; 
deductions, 211; Superadded, 218; continuous, 2385; interrupted, 234; their 
teaching, 249; of the Heart, 290; modifications of normal, 291; morbid, 290; 
of Percussion, 211; of respiration, 212. Sce Auscultation and Percussion. 

Spaneemia, 114. 

Spasm, 161; of asthma, 278; in chorea, 189; in disease of cord, 184; hysterical, 
189; with paralysis, 188, 194: of cesophagus, 331; in tetanus, 138. 

Spectra, ocular, 158. 

Speculum, uses of, 412; abuse of, 33; injury from, 412. 

Spermatorrhcea, 182; effect of on urine, 373. 

Spermatozoa in urine, 379. : 

Spinal cord, apoplexy of, 193; atrophy, 192; chronic disease, 185; inflammation 
184, 192; paraplegia from, 191; tumor of, 193. : 

Spinal curvature interfering with auscultation, 211; in relation to paralysis, 190. 

Spinal irritation, 185, 2038. : 

Spinal neuralgia, 203; distinguished from inflammation, 184. 

Spine, caries of, associated with disease of cord, 184; with lumbar abscess, 126;. 
with paraplegia, 192; Distinguished from hysteria, 204; from rheumatism, 83. 

Spleen, diseases of, 869; enlargement, as a tumor, 187; hematemesis from, 110. 

& 
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Spots in fever, 68. 

Sputa, characters of, 208, 

Starvation a cause of anemia, 114. 

Stethoscope, how applicable, 218. 

Stomach, Dilatation of, 385; simulating ascites, 385; from stricture of pylorus, 
332; Diseases of, 330; Distension, 338; Dyspepsia, 335; Effect of irritant 
poisons on, 334; Faulty secretion, 8338; Fermentation and sarcina, 885; Func- 
tional disorders, 835; Gout in, 340; Hemorrhage from, 107; its characters, 
334; in scirrhus, 108; Hypermia of, 338; Inflammation of, 334; Irritation 
of, 387; sympathetic, 335; Organic diseases of, 332; Rupture of, causing 
peritonitis, 853; resembling poisoning, 88; Scirrhus, 131, 833; the common 
form of cancer of, 188; Stricture of pylorus, 332; Theories of patient, 336; 
Ulceration, 334. © 

Strabismus, caused by paralysis, 163; by spasm, 162; in childhood, 196; mode 
of determining its duration, 188. 

Stricture of intestine, 345; of cesophagus, 331; of pylorus, 332; of urethra as a 
cause of cystitis, 395, 

_Strongylus gigas, 96. 

Strophulus, 419. 

Struma, 121, 129. 

Strumous diathesis in inflammation of brain, 166. See Scrofulous. 

Strychnia, poisoning by; 90, 92; convulsions in, 139; its relation to hydrophobia, 92. 

Student, advice to, in auscultation of the chest, 210, 218; of the heart, 286; in 

_—examination of urine, 372, 878; definite course of inquiry recommended, 36, 
141 ; how to form a correct opinion, 29, 58, 222; outline of clinical notes for, 
_vii.; warning against pathognomonic signs, 27, 215. 

Stupor, or partial coma, 147. 

St. Vitus’s dance, 138. 

Subjective phenomena, 386, 45. 

Subsultus, 161. 

Succussion, sound of, 235; in hydro-pneumothorax, 267. 

Sugar in urine, tests of, 384. 

Suppuration, 128; causing inflammation of brain, 165; in hydatid cyst, 863; in 
kidney, 387; in liver, 862; in peritoneum, 356; in pleurisy, 264; in pneu- 
monia, 261; rigor of, 119; resembling ague, 75; resembling gout, 84; resem- 
bling rheumatism, 79; scrofulous, 126, 480; secondary, 118; in veins, causing 
pyemia, 118. 

Sycosis, 424, — 

Sympathetic affections in dyspepsia, 331; pains, 199; in disease of abdomen, 327. 

Symptomatology. See Semeiology. 

Symptoms, Arrangement of, 35; Complex character of, 80; Duration, 42 ; Gene- 
ral, 45; of disease of abdomen, 326; of brain, 144; of chest, 205; of regions 
and organs, 141; Sequence of, 42; Special, 538; derived from urine, 871; in- 
dicating disease in other organs, 396; hysterical, falsely referred to uterus, 
411; sympathetic, excited by dyspepsia, 331. or other symptoms, see Diseases, 
Subdivisions of, 45; Theory of, true, 29; false, 52, 836; Variations, 27. 

Synovitis, 80. — ‘ 

- Syphilis, 91; congenital, 429; laryngitis from, 255; nodes of, 414; periostitis 
from, 414; in rheumatism, 83 ; skin diseases of, 428, 431; ulceration of fauces 
from, 324. 

System, necessity of, 36, 142. 

Systolic murmurs at apex, 297; at base, 297. 


— 


TaBxe of chemical relations of-urine, 885; of clinical notes, vii.; of diseases, 39; 
of general symptoms, 45; of special indications, 53. 

Tabes mesenterica, 122. = 

Teenia, 95. 

Teething, diarrhoea of, 347. 

Tenderness, general, 157. 

- Tetanus, 188; analogy to hydrophobia, 92; spasms of, 162. ‘ 

Theory of disease, 25, 82; true, 30; false, 52; of patient, 886; of Production of 
blood-murmurs, 116; of valvular murmurs, 226, 808; of Relation of ausculta- 
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tion and percussion to solids and fluids, 209 ; of Teaching of auscultation, 214; 
by modified sounds, 229; by superadded sounds, 250. 

Thirst, as a symptom, 48; special indications from, 55, : 

Thorax, alterations of form in, 210; aneurism in, 315; cancer in, 133; examina- 
tion of, 205; of fluids and solids, relation in, 218; general indications of dis- 
ease in, 148; mobility of, 210; morbid growths in, 129, 133; symmetry of, 
210; tumors in, 280; their auscultatory signs, 224. See Auscultation and Per- 
cussion. 

Throat, sore, 822; its importance in laryngitis, 253; in scarlatina, 72. 

Thrush, 321. 

Thymus gland in false croup, 257. 

Tic-douloureux, 200. 

Tinnitus Aurium, 145. 

‘To and fro”-sound, 290, 292. 

Tobacco, dyspepsia of, 340. 

Tongue, state of, 47; special indications from, 54; aphthe and ulceration, 321; 
inflammation of, 821; indications from, in disease of abdomen, 327. 

Tonsils, enlarged, 327. 

Tracheitis. See Croup. 

Tracheotomy, when justifiable, 257; when injurious, 261. 

Trades, effects'of, 42. 

Transmission of disease, hereditary, 124. 

Tremor, 161; of delirium tremens, 189; of mercurial poisoning, 194. 

Trichina spiralis, 96. 

Trichocephalus dispar, 96. * ‘ 

Tricuspid valve, murmur in, 297; regurgitation, 309. 

Tubercles in Abdomen, 122; in Brain, 125, 169; in Lungs, 124; at base, 246, 278; 
in relation to pneumonia, 260; to bronchitis, 270; disseminated, 278; in the 
Peritoneum, 124. See Phthisis. Of the Skin, 427. 

Tubercular Diathesis, 121; Inflammation of brain, 167; delirium of, 152; Laryn- 
gitis, 255; Ulceration of bowels, 349. 

Tuberculization of lung tissue, 230. 

Tuberculosis, acute, 226, 243. 

Tumors, Abdominal, 130, 358; distinguished from aneurism, 317; palpation and 
percussion of, 329; peritonitis from, 357; in Brain, 191; Cancerous, 182 ; 
Characters of, 181; Fatty, 185; Locality of, 126; (idema from, 131, 281; of . 
Ovaries, 396; Paralysis from, 195; Pulsating, 181; Thoracic, 129: ausculta- 
tory phenomena in, 216, 224, 228; characters of, 280; simulating laryngitis, 
255; of uterus, 409; Varieties of, 132. 

Tympanites, 351; with ascites, 104. 

Tympanitic resonance of chest, 285, 298; in pleurisy, 264; in pneumothorax, 267. 

Typhoid fever, 64, 67. : ; 

Typhus, 64, 67; petechie in, 112; urine of, 397. 


ULCERATION OF Bowets, 849; of colon, 349; in diarrhoea, 847; in fever, 65; with 
hemorrhage, 113; with peritonitis, 352; of Fauces, 323; of Larynx, 255; 


ah 121, 480; of Stomach, 334; with, hematemesis, 108; of Tongue, 
18 


Unconsciousness, 147; with delirium, 148. 

Undulatory movement of heart, 288; in pericardium, 302. 

Urea in the blood, 148, 177, 400; excess of, in the urine, 399; tests for, 385. 

Uric acid in Gout, 86; in the urine, 397; chemical characters, 376; microscopic 
appearance, 380; with oxalate of lime, 399. 

Urinary organs, diseases of, 387. 

Urine, Acidity of, 372, 398; Albumen in, 390; with blood, 398 ; with pus, 394; tests 
for, 382. See Albuminuria. Alkalescence of, 373, 898; Analysis of, 872; Ap- 
pearance of, 374; Bile in, 875; Blood in, 109, 875; influence of alkali on, 110; 
Blood-globules, 879; Chemical tests, 372; Chylous, 399; Color of, 874, 875; 
Diabetic, 896; in Disease of other organs, 398; in Dyspepsia, 873, 897; Epi- 
thelium in, 380; in Fever, 398; in Functional disorders of kidney, 396; Gene- 
ral Characters, 48, 54; in Hysteria, 137; Lithates in, 876, 396; Opacity of, 
875; Oxalates in, 879, 899; Phosphates, 376, 380, 396; Pus in, 377; Pus 
and mucus globules, 879; in Rheumatism, 78; in Scarlatina, 74; Sediments, 


INDEX. 451 


876; their chemical characters, 376; their microscopic appearances, 878; 
Spermatozoa in, 379; Sugar in, 384; Suppression of, 890; Table of chemical 
relations, 885; Transparency of, 874; Triple phosphate in, 879; Urates, 376; 
Uric Acid, 877, 879 ; Vibriones, 879; Water, excess of, 396. 

Urinometer, 374. 

Urticaria, 418. 

Uterine functions in relation to hysteria, 186; examination, when called for, 411; 
new nosology, errors of, 411; spécialité, evils of, 406. 

Uterus, Cancer of, 133, 411; Congestion of, 410; Diseases of, 406; Displacement 
of, 409; Distended with fluid, 108, 403; Hemorrhage from, 111; Inflamma- 
tion of, 858, 411; Peritonitis connected with, 358, 355; Polypus of, 409; Pro- 
eae of, 409; Puerperal fever from, 858; Tumors of, 408; Ulceration of, 

10. 
Uvula, elongated, 323; as a cause of cough, 331. 


VaGina, cancer of, 138; discharges from, 408. j 

Vaginitis in children, 408. 

Valves of the heart, their Action, 295, 308; Disease of, 307; aortic, 812; mitral, 
312; General indications, 310; Hypertrophy with, 310; Imperfect action, 308, 
310; Murmurs caused by, 294; the Pulse in, 810. 

Valvular lesion, 307 ; murmurs distinguished from anemic, 298; from endocarditis, 
305. See Murmurs. 

Varioloid eruptions, 74; distinguished from pyzemia, 120. 

Vegetable parasites, 426. 

Vegetations in heart producing apoplexy, 177. 

Veins, Diseases of, 317; murmurs in, 117; Occlusion of, 319; causing anasarca, 
100; ascites, 104; local cedema, 100; relief by anastomosis, 319. 

Vertigo, 160. 

Vesicular murmur of respiration, 212. 

Vibriones in urine, 379. 

Vicarious hemorrhages, 107, 110; menstruation, 108. 

Virus, animal, 91. : 

Vision, alteration in organs of, 157; perversions of, 158. 

Voice, Affections of, 124; Loss of, 255; Method of, observation, 223; Resonance 
of voice, 212; modified in disease, 214; wgophony, 224; amphoric, 217; 
brassy, 224, 231; in early phthisis, 219; in advancing phthisis, 276; in em- 
physema, 271; in pleurisy, 262; in pneumonia, 258; in pneumothorax, 267 ; 
rationale of modifications, 214. See Auscultation. 

Vomica in lungs, 219; cracked-pot sound from, 238. 

Vomit, black, 108. i 

Vomiting in dilatation of stomach, 385; in disease of brain, 170; in hooping- cough, 
282; in stricture of pylorus, 332; of Blood, 108; Grumous, 832; Stercora- 
ceous, 348, 345. ; 


WuirtsE-1z¢, 319; phlebitis in, not suppurative, 118. 
Whooping-cough. See Hooping-Cough. 
Worms, intestinal, 95; with chorea, 189; with disordered bowels, 350. 


YzELLow Fzvur, black vomit in, 108. 


THE END. 
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the confidence earned for the publications of the house by their careful selection and 
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It will be observed that the prices during the last four years have not been advanced 
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therefore with much gratification that he is enabled to state that the marked appro- 
bation of the profession, as evinced in the steady increase of the subscription list, 
promises to render the enterprise a permanent one. He is happy to acknowledge the 
valuable aid rendered by subscribers who have kindly made known among their friends 
the advantages thus offered, and he confidently anticipates a continuance of the same 
friendly interest, which, by enlarging the circulation of these periodicals, will enable 
him to maintain them at the unexampled rate at which they are now supplied. Ar- 
rangements have been made in London by which “ Ranxine’s Azstracr” will be issued 
here almost simultaneously with its appearance in England: and, with the cdoperation 
of the profession, the publisher trusts to succeed in his endeavor to lay on the table 
of every reading practitioner in the United States a monthly, a quarterly, and a half 
yearly periodical at the comparatively trifling cost of Six Dotuars per annum. 


These periodicals are universally known for their high professional standing in their 
several spheres. 
HES 


THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES, 
Eprrep sy ISAAC HAYS, M.D., 


is published Quarterly, on the first of January, April, July, and October. Each 
number contains nearly three hundred large octavo pages, appropriately illustrated, 
wherever necessary. It has now been issued regularly for over rorry years, during 
nearly the whole of which time it has been under the control of the present editor. 
Throughout this long period, it has maintained its position in the highest rank of 
medical periodicals both at home and abroad, and has received the cordial support of 
the entire profession in this country. Among its Collaborators will be found a large 
number of the most distinguished names of the profession in every section of the 
‘United States, rendering the department devoted to 
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full of varied and important matter, of great interest to all practitioners. Thus, during 
1866, contributions have appeared in its pages from the following gentlemen.* 


W. W. GERHARD, M.D., Philadelphia. 


H. ALLEN, M.D., Asst. Surg. U. 8. A. 
R. GLISAN, M. D., Portland, Oregon. 


JOHN ASHHURST, Jx., M. D., Philadelphia. 


WALTER F. ATLEE, M.D., Philadelphia. 

E. P. BENNETT, M.D., Danbury, Ct. 

BENJ, L. BIRD, Jr., M. D. 

J. R. BLACK, M. D., Newark, 0. 

ROBERT BURNS, M.D., Frankford, Pa. 

WM. 0. BALDWIN, M.D., Montgomery Co., Ala. 
“ROBERTS BARTHOLOW, M.D., Cincinnati, 0. 
JOHN G. BIGHAM, M.D., Millersburg, 0, 
JOHN H. BRINTON, M. D., Philadelphia. 
JOSEPH CARSON, M. D., Philadelphi 

EDWARD T. CASWELL, M.D., Providence, R. I. 
EDWARD H. CLARK, M. D., Boston, Mass, 

D. F. CONDIE, M. D., Philadelphia. 

EDWARD M. CURTIS, M.D., Brasher Falls, N. Y, 
8. HENRY DICKSON, M. D., Philadelphia. 

J. C. DALTON, M. D., New York. 

PLINY EARLE, M. D., Northampton, Mass, 

-D. B. ELSON, M.D., Cleveland, 0. 

. Y. EVANS, M. D,, Philadelphia. 

PAUL F. EVE, M. D., Nashville, Tenn. 

AUSTIN FLINT, M. D., New York. 


CLARKSON FREEMAN, M.D., Milton, Canada West. 


C. C. GRAY, M.D., Asst. Surg. U.S. A. 


GHO. C. HARLAN, M. D., Philadelphia. 

JOHN HART, M.D., Boston, Mass. 

EDWARD HARTSHORNE, M.D., Philadelphia. 
PHILIP HARVEY, M. D., Burlington, Iowa, 

R. E. HAUGHTON, M.D., Richmond, Indiana. 
ISAAC HAYS, M. D., Philadelphia. 

H, L. HODGE, M.D., Philadelphia. 

J. H. HUTCHINSON, M.D., Philadelphia. 
HENRY HARTSHORNE, M.D., Philadelphia. 
B. HOWARD, M.D., late U. 8. A. , 
WM. HUNT, M. D., Philadelphia. 

A. REEVES JACKSON, M.D., Stroudsburg, Pa, 
SAMUEL J. JONES, M.D., Surgeon U. 8. N. 
SAMUEL JACKSON, M. D., Philadelphia, 
CHARLES H. JONES, M. D., Asst. Surgeon U.S. A, 
M. KEMPF, M.D., Fairmont, Ind. 

W. KEMPSTER, M.D., Syracuse, N. Y. 

A. W. KING, M.D., Illinois. 

J. J. LEVICK, M.D., Philadelphia. 

M. CAREY LEA, Esq., Philadelphia, 

JOHN A, LIDELL, M.D., New York. 
IRVING. W. LYON, M.D., Hartford, Ct. 
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H. C. MATHIS, M.D., Taylorsville, Ky. 
CHARLES M. MATSON, M.D., Brookville, Pa. 
R. B. MAURY, M.D., Port Gibson, Miss, 

EB. McCLELLAN, M.D., U.S. A. 

RICHARD McSHERRY, M.D., Baltimore, Md. 
M. L. MEAD, M.D., Albany, N. Y. 

J. AITKEN MEIGS, M. D., Philadelphia, 

A. P. MERRILL, M. D., New York. 

_8. W. MITCHELL, M. D., Philadelphia. 

W. P. MOON, M.D., St. Louis. 

J. W. MOORMAN, M.D., Hardinsburg, Ky. 
THOS. G. MORTON, M. D., Philadelphia. 


LOUIS MACKALL, Jn., M.D., Georgetown, D.C. 


R. B. MOWRY, M.D., Allegheny City, Pa. 
J. H. PACKARD, M. D., Philadelphia. 
GEORGE PEPPER, M-D., Philadelphia. 
WiLLIAM PEPPER, M.D., Philadelphia. 


A. ROTHROCK, M.D., MeVeytown, Pa. 

W. 8. W. RUSCHENBURGER, M.D., Surgeon U.S. N. 
J. H. SALISBURY, M.D., Cleveland, 0. 

ELI D. SARGENT, M.D., U.S. Navy. 

J. W. SHERFY, M.D., Act’g Passed Ass’t Surg. U.S.N. 
CHARLES C, SHOYER, M_D., Leavenworth, Kansas. 
ALFRED STILLE, M.D., Philadelphia. 

CHARLES SMART, M.D., Assist. Surgeon U. 8. A. 

STEPHEN SMITH, M.D., New York. 

L. H. STEINER, M. D.; Baltimore, Md. 

W. B. TRULL, M.D., Asst. Surgeon U.S. Y. 

3. D. TWINING, M. D., Act’g Assist. Surg. U, 8. A. 

JAMES TYSON, M.D., Philadelphia. 

CLINTON WAGNER, M.D., Assist. Surgeon U.§. A. 
J. J. WOODWARD, M.D., Assist. Surgeon U. §. A. 
THOS. C. WALTON, M.D., Passed Ass’t Surg. U.S.N. 
ISRAEL B. WASHBURN, M.D., late Surg. U.S.V. 


J. §. PRETTYMAN, M.D., Milford, Del. 
DAVID PRINCE, M.D., Jacksonville, Ill. 

B. R. PEASLEE, M. D., New York. 

DEWITT ©. PETERS, M. D., Surgeon U.S. A. 
“D. B. St. JOHN ROOSA, M.D., New York. 


W. A. WETHERBY, M. D., New York. 

H,. WILLIAMS, M.D, Philadelphia. 

WM. J. WILSON, M.D., Macon, Mo. 

EDWARD WHINERY, M.D., Fort Madison, Iowa. 
HORATIO C, WOOD, Jr., M. D., Philadelphia. 


- Following this is the “Review Derarrment,” containing extended and impartial 
reviews of all important new works, together with numerous elaborate “Brsxio- 
GRAPHICAL Notices” of nearly all the publications of the day. 


This is followed by the “Quarrerty Summary or Improvements anp Discoveries 
In THE MepicaL Sciences,” classified and arranged under different heads, presenting 


avery-complete digest of all that is new and interesting to the physician, abroad as 
well as at home. 


Thus, during the year 1866, the “Journau” furnished to its subscribers One 
Hundred and Twenty Original Communications, Sixty-five Reviews and Biblio- 
graphical Notices, and Two Hundred and Thirty-two articles in the Quarterly Sum- 
maries, making a total of over Four Hunprep articles emanating from the best pro- 
fessional minds in America and Europe. 


To old subscribers, many of whom have been on the list for twenty or thirty years, 
the publisher feels that no promises for the future are necessary; but gentlemen who 
may now propose for the first time to subscribe may rest assured that no exertion will 
be spared to maintain the “Journav” in the high position which it has so long occu- 
pied as a national exponent of scientific medicine, and as a medium of intercommu- 
nication between the profession of Kuropé and America—to render it, in fact, neces- 
sary to every practitioner who desires to keep on a level with the progress of his 
science. 


The subscription price of the “Amertcan JouRNAL or THE Muprcau Scisnces” has 
never been raised, during its long career. Itis still Five Dotiars per annum in ad- 
vance, for which sum the subscriber receives in addition the “Mrpican News anp 
Liprary,” making in all about 1500 large octavo pages per annum, free of postage. 


If. 
THE MEDICAL NEWS AND LIBRARY 


is a monthly periodical of Thirty-two large octavo pages, making 384 pages per 
annum. Its “News Durarrmeny” presents. the current information of the day, with 
Clinical Lectures and Hospital Gleanings; while the “ Lisrary Department” is de-: 
voted to publishing standard works on the various branches of medical science, paged 
separately, so that they can be removed and bound on completion. In this manner 
subscribers have. received, without expense, such works as ‘ Warson’s Practice,” 
“Topp anp BowMan’s Puysrotocy,” “ West on Curupren,” “ Mate@aicne’s SURGERY, 
&c. &c. Professor Ericusay’s new and valuable practical work ‘On Ramway AnD 
otaEr InsuRins or tax Nervous System,” commenced in the number for January, 
1867, will be completed in June, and with July will be commenced Houpson’s Lxc- 
TURES ON THE STUDY OF FEVER.” R 


- Ag stated above, the subscription price of the ‘“‘ Mepican News anp Lisrary” is 
One Dotiar per annum in advance; and it is furnished without charge to all sub- 
: ” 
seribers to the “Amertcan JouRNAL OF THE Mupicau SCIENCES. 
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RANKING’S ABSTRACT OF THE MEDICAL SCIENCES 


is issued in half-yearly volumes, which will be delivered to subscribers about the first 
of August, and first of February. Hach volume contains about 300 closely printed 
octavo pages, making six hundred pages per annum. 


“Ranxine’s Apstracr” has now been published in England regularly for more than 
twenty years, and has acquired the highest reputation for the ability and industry 
with which the essence of medical literature is condensed into its pages. It purports 
to be “An Analytical and Critical Digest of the principal Britesh and Continental 
Medical Works published in the preceding Six Months,” and, in addition to the matter 
thus derived from independent treatises, it presents an abstract of all that is impor- 
tant or interesting in about sixty British and Continental journals. Hach article 
is carefully condensed, so as to present its substance in the smallest possible compass, 
thus affording space for the very large amount of information laid before its readers. 
The January volume, for instance, thus contained 


THIRTY-FOUR ARTICLES ON GENERAL QUESTIONS IN MEDICINE, 
FIFTY-TWO ARTICLES ON SPECIAL QUESTIONS IN MEDICINE. 

SIX ARTICLES ON GENERAL QUESTIONS IN SURGERY. 
TWENTY-EIGHT ARTICLES ON SPECIAL QUESTIONS IN SURGERY 
TWENTY ARTICLES ON MIDWIFERY, &c. f 
SEVENTEEN ARTICLES ON MATERIA MEDICA AND THERAPEUTICS. 
SIXTY-THREE REVIEWS AND BIBLIOGRAPHICAL NOTICES. 

TWO ARTICLES IN APPENDIX. ‘ 


Making in all two hundred and twenty-two articles, or over four hundred per annum. 
Hach volume, moreover, is systematically arranged with an elaborate Table of Con- 
tents and a very full Index, thus facilitating the researches of the reader in pursuit 
of particular subjects, and enabling him to refer without loss of time to the vast 
amount of information contained in its pages. 


The subscription price of the “Axnsrract,’ mailed free of postage, is Two 
Doiiars AND A HALF per annum, payable in advance. Single volumes, $1 50 each. 


As stated above, however, it will be supplied in conjunction with the “Ammrican 
JOURNAL OF THE Mepican Sciences” and the “Merprcan News anp Liprary,” the 
whole free of postage, for Srx DoLLaRs PER ANNUM IN ADVANCE. 


For this small sum the subscriber will therefore receive three periodicals, each of 
the highest reputation in its class, containing in all over Two THousaND Pacus of the 
eee reading, and presenting a complete view of medical progress throughout the 
world. 


In this effort to bring so large an amount of practical information within the reach 
of every member of the profession, the publisher confidently anticipates the friendly 
‘aid of all who are interested in the dissemination of sound medical literature. He 
trusts, especially, that the subscribers to the “Amurican Muprcat Journaw” will call 
the attention of their acquaintances to the advantages thus offered, and that he will 
be sustained in the endeavor to permanently establish medical periodical literature on 
a footing of cheapness never heretofore attempted. 


it ore. to avail themselves of the advantages thus offered will do 
well to forwar eir subscriptions at an early day, in order to ins i 
complete sets for the year 1867. tare Siena ct eae 


me The safest mode of remittance is by postal money order, drawn to the order of 
the undersigned. Where money order post-offices are not accessible, remittances for 
_ the “Journau” may be made at the risk of the publisher, by taking the postmaster’s 
certificate of the inclosure and forwarding of the money. Address, 


HENRY CO. LEA, 
Nos. 706 and 708 Sansom Sr., Puinapenpata, Pa. 
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D UNGLISON (ROBLEY), M.D., 
Professor of Institutes of Medicine in Jefferson Medical College, Philadelphia. 
MEDICAL LEXICON; A Dicrionary or Maupican Scrence: Con- 


taining a concise explanation of the various Subjects and Terms of Anatomy, Physiology, 
Pathology, Hygiene, Therapeutics, Pharmacology, Pharmacy, Surgery, Obstetrics, Medical 
Jurisprudence, and Dentistry. Notices of Climate and of Mineral Waters; Formule for 
Officinal, Empirical, and Dietetic Preparations; with the Accentuation and Etymology of 
the Terms, and the French and other Synonymes; so as to constitute a French as well as 
Hnglish Medical Lexicon. Thoroughly Revised, and very greatly Modified and Augmented. 
In one very large and handsome royal octavo volume of 1048 double-columned pages, in 
small type; strongly done up in extra cloth, $6 00; leather, raised bands, $6 75. 


The object of the author from the outset has not been to make the work a mere lexicon or 
dictionary of terms, but to afford, under each, a condensed view o fits various medical relations, 
and thus to render the work an epitome of the existing condition of medical science. Starting 
with this view, the immense demand which has existed for the work has enabled him, in repeated 
. revisions, to augment its completeness and usefulness, until at length it has attained the position 

of a recognized and standard authority wherever the language is spoken. The mechanical exe- 
eution of this edition will be found greatly superior to that of previous impressions. By enlarging 
the size of the volume to a royal octavo, and by the employment of a small but clear type, on 
extra fine paper, the additions have been incorporated without materially increasing the bulk of 
the volume, and the matter of two or three ordinary octavogs has been compressed into the space 


of one not unhandy for consultation and reference. 


—-~ It would be a work of supererogation to bestow a 
word of praise upon this Lexicon. We can only 
wonder at the labor expended, for whenever we refer 
to its pages for information we are seldom disap- 
pointed in finding all we desire, whether it be in ac- 
centuation, etymology, or definition of terms.—New 
York Medical Journal, November, 1865. 


It would be mere waste of words in us to express 
our admiration of a work which is so universally 
and deservedly appreciated. The most admirable 
workof its-kind in the English language. As a bvok 
of reference it is invaluable to the medical practi- 
tioner, and in every instance that we have turned 
over its pages for information we have been charmed 
by the. clearness of language and the accuracy of 
detail with which each abounds: We can most cor- 
dially aud confidently commend it to our readers.— 
Glasgow Medical Journal, January, 1866. 


A work to which there is no equal in the English 
language.—Hdinburgh Medical Journal. 


It is something more than a dictionary, and some- 
thing less than an encyclopedia. This edition of the 
well-known work is a great improvement on its pre- 
decessors. The book is one of the very few of which 
it may be said with truth that every medical man 
should possess it.—ZLondon Medical Times, Aug. 26, 
1865. 

Few works of the class exhibit a grander monument 
of patient research and of scientific lore.” The extent 
of the sale of this lexicon is suflicient to testify to its 
usefulness, and to the great service conferred by’ Dr. 
Robley Dunglison on the profession, and indeed on 

_-others, by its issue.—London Lancet, May 13, 1865. 


The old edition, which is now superseded by the 
new, has beén universally looked upon by the medi- 
eal profession as a work of immense research and 
‘great value. The new has increased usefulness; for 
medicine, in all its branches, has been making such 
progress that many new terms and subjects have re- 
cently been introduced: all of which may be found 
fully defined in the present edition. We know of no 
~ other dictionary in the English language that can 
pear 2 comparison with it in point of completeness of 
subjects and accuracy of statement.—W. Y. Drug- 
_~gists’ Cireular, 1865. 

For many years Dunglison’s Dictionary has been 
the standard book of reference with most practition- 
ers in this country, and we can certainly commend 
this work to the renewed confidenée and regard of 
our readers. — Cincinnati Lancet, April, 1865. 


It is undoubtedly the most complete and useful 
medical dictionary hitherto published in this country. 
—Chicago Med. Examiner, February, 1865. 


What we take to be decidedly the best medical dic- 
tionary in the English language. The present edition 
is brought fully up to the advanced state of science. 
For many a long year ‘‘ Dunglison”’ has been at our 
elbow, a constant companion and friend, and we 
greet him in his replenished and improved form with 
especial satisfaction.—Pacijic Med. and Surg. Jour- 
nal, June 27, 1865, 


This is, perhaps, the book of all others which the 
physician or surgeon should have on his shelves, It 
is more needed at the present day than a few years 
back.—Canada Med. Journal, July, 1865. 


It deservedly stands at the head, and cannot be 
surpassed in excellence.—Buffalo Med. and Surg. 
Journal, April, 1865. 

We can sincerely commend Dr. Dunglison’s work 
as most thorough, scientific, and accurate. We have 
tested it by searching its pages for new terms, which 
have abounded so much of late in medical noumen- 
clature, and our search has been successful in every 
instance. We have been particularly struck with the 
fulness of the synonymy and the accuracy of the de- 
rivation of words. It is as necessary a work to every 
enlightened physician as Worcester’s English Dic- 
tionary is to every one who would keep up his know- 
ledge of the English tongue to the standard of the 
present day. It is, to our mind, the most complete 
work of the kind with which we are acquainted.— 
Boston Med. and Surg. Journal, June 22, 1865. 


We are free to confess that we know of no medical 
dictionary more complete; no one better, if so well 
adapted for the use of the student; no one that may 
be consulted with more satisfaction by the medical 
practitioner.—Am. Jour. Med. Sciences, April, 1865. — 

The value of the present edition has been greatly 
enhanced by the introduction of new subjects and 
terms, and a more complete etymology and accentua- 


‘tion, which renders the work not only satisfactory 


and desirable, but indispensable to the physician,.— 
Chicago Med. Journal, April, 1865. 

No intelligent member of the profession can or will 
be without it.—S¢. Louts Med. and Surg. Journal, 
April, 1865. 

It has the rare merit that it certainly has no rival 
jin the English language for accuracy and extentot 
references.—London Medical Gazette, : 


— 


JOBLYN (RICHARD D.), M.D. 


A DICTIONARY OF THE TERMS USED IN MEDICINE AND 
THE COLLATERAL SCIENCES. A new American edition, revised, with numerous 
additions, by IsAac Hays, M.D., Editor of the ‘American Journal of the Medical 
Sciences.’? In one large royal 12mo. volume of over 500 double-columned pages; extra. 


cloth, $1 50; leather, $2.00. 


It is the best book of definitions we have, and ought always to be upon the student’s table.—Southern 


Med. and Surg. Journal. . 


\ 


6 Henry ©. Lea’s Pusiicattons—( Manuals). 


NEILL (JOHN), M.D. 


and MITH (FRANCIS G.), M.D., 
Prof. of the Institutes of Medicine in the Univ, of Penna. 


AN ANALYTICAL COMPENDIUM OF THE VARIOUS 


BRANCHES OF MEDICAL SCIENCE; 


for the Use and Examination of Students. A 


new edition, revised and improved. In one very large and handsomely printed royal 12mo. 
volume, of about one thousand pages, with 374 wood cuts, extra cloth, $4; strongly bound 


in leather, with raised bands, $4 75. 


The Compend of Drs. Neill and Smith is incompara- 
bly the most valuable work of its class ever published 
in this country. Attempts have been inade in various 
quarters to squeeze Anatomy, Physiology, Surgery, 
the Practice of Medicine, Obstetrics, Materia Medica, 
and Chemistry into a single manual; but the opera- 
tion has signally failed in the hands of all up to the 
advent of “ Neill and Smith’s’’ volume, which is quite 
a miracle of success. The outlines of the whole are 
admirably drawn and illustrated, and the authors 
are eminently entitled’ to the grateful consideration 
of the student of every class.—W. 0. Med. and Surg. 
Journal, 

This popular favorite with the student is so well 
known that it requires no more at the hands of a 
medical editor than the annunciation of a new and 
improved edition. There is no sort of comparison 
between this work and any other ona similar plan, 
and for a similar object.—WNash. Journ of Medicine. 


There are but few students or practitioners of me- 
dicine unacquainted with the former editions of this 
unassuming though highly instructive work. The 
whole science of medicine appears to have been sifted, 
as the gold-bearing sands of El Dorado, and the pre- 
cious facts treasured up in this little volume. A com- 
plete portable library so condensed that the student 
may make it his constant pocket companion.— West- 
ern Lancet. 


To compress the whole science of medicine in less 
than 1,000 pages is an impossibility, but we think that 
the book before us approaches as near to it as is pos- 
sible, Altogether, it is the best of its class, and has 
met with a déserved success. As an elementary text- 
book for students, it has been useful, and will con- 
tinue to be employed in the examination of private 
classes, whilst it will often be referred to by the 
eountry practitioner.— Va. Med. Journal. 


LUDLow (5. L), M.D, 


As a handbook for students it is invaluable, con- 
taining in the most: condensed form the established 
facts and principles of medicine and its collateral 
sciences.—N. H. Journal of Medicine. 


In the rapid course of lectures, where work for the 
students is heavy, and review necessary for an exa- 
mination, a compend is not only valuable, but it is 
almost a sine gua non. The one before us is, in most 
of the divisions, the most unexceptionable of all books 
of the kind that we know of. The newest and sound- 
est doctrines and the latest improvements and dis- 
coveries are explicitly, though concisely, laid before 
the student. Of course it is useless for us to recom- 
mend it to all last course students, but there is a class 
to whom we very sincerely commend this cheap book 
as worth its weight in silver—that class is the gradu- 
ates in medicine of more than ten years’ standing, 
who have not studied medicine since. They will 
perhaps find out from it that the science is not ex- 
actly now what it was when they left it off—The 
Stethoscope. 


Having made free use of this volume in our exami- 
nations of pupils, we can speak from experience in 
recommending it as an admirable compend for stu- 
dents, and especially useful to preceptors who exam- 
ine their pupils. It will save the teacher much labor 
by enabling him readily to recall all of the points 
upon which his pupils should be examined. A work 
of this sort should bein the hands of every one who 
takes pupils into his office with a view of examining 
them; and this is unquestionably the best of its class. 
Let every practitioner who has pupils provide himself 
with it, and he will find the labor of refreshing his 
knowledge so much facilitated that he will be able to 
do justice to his pupils at very little cost of time or 
trouble to himself.— Transylvania Med. Journal. 


A MANUAL OF EXAMINATIONS upon Anatomy, Physiology, 


Surgery, Practice of Medicine, Obstetrics, Materia Medica, Chemistry, Pharmacy, and 
Therapeutics. To which isaddeda Medical Formulary. Third edition, thoroughly revised 


and greatly extended and enlarged. 


With 370 illustrations. 


In one handsome royal 


12mo. volume of 816 large pages, extra cloth, $3 25; leather, $3 75. 


The arrangement of this volume in the form of question and answer renders it especially suit- 
able for the office examination of students, and for those preparing for graduation. 


We know of no better companion for the student 
during the hours spent in the lecture-room, or to re- 
fresh, at a glance, his memory of the various topics 
crammed into his head by the'various professors to 
whom he is compelled to listen.— Western Lancet. 


As it embraces the whole range of medical studies 
it is necessarily voluminous, containing 816 large 
duodecimo pages. After a somewhat careful exami- 
nation of its contents, we have formed a much more 
favorable opinion of it than we are wont to regard 
such works. Although well adapted to meet the wants 


of the student in preparing for his final examination, 
it might be profitably consulted by the practitioner 
also, who is most apt to become rusty in the very kind 
of details here given, and who, amid the hurry of his 
daily routine, is but too prone to neglect the study of 
more elaborate works. The possession of a volume 
of this kind might serve as an inducement for him to 
seize the moment of excited curiosity to inform him- 
self on any subject, and which is otherwise too often 
allowed to pass unimproved.—St, Louis Med. ard 
Surg. Journal, 


[TANNER (THOMAS HAWKES), M. D., 


A MANUAL OF CLINICAL MEDICINE AND PHYSICAL DIAG 


NOSIS. Third American, from the second enlarged and revised English edition. To 
which is added The Code of Ethics of the American Medical Aaavoad ca. In one hand- 


some volume 12mo. 


(Preparing for early publication.) 


This work, after undergoing a very thorough revision at the hands of the author, may now be 


expected to appear shortly. ‘The title scarcely affords.a proper idea of the range of subjects em- 
braced in the volume, as it contains not only very full details of diagnostic symptoms properly 
classified, but also a large amount of information on matters of every day practical importance 
~not usually touched upon in the systematic works, or scattered through many different volumes. ; 


f 


Henry C. Lra’s Pusricattons—(Anatomy). 
GEAL (HENRY), F.R.S., 


Lecturer on Anatomy at St. George's Hospital, London. 


ANATOMY, DESCRIPTIVE. AND SURGICAL. The Drawings by 
H. V. Carrur, M. D., late Demonstrator'on Anatomy at St. George’s Hospital; the Dissee- 
tions jointly by the AurHoR and Dr. Carrer. Second American, from the second revised 
and improved London edition. In one magnificent imperial octavo volume, of over 800 


pages, with 388 large and elaborate engravings,on wood. Price in extra cloth, $6 00; 
leather, raised bands, $7 00. ; 


The author has endeavored.in this work to cover a more extended range of subjects than is eus- 
tomary in the ordinary text-hooks, by giving not only the details necessary for the student, but 
also the application of those details in the practice of medicine and surgery, thus rendering it both 
a guide for the learner, and an admirable work of reference for the active practitioner. ‘The en- 
gravings form a special feature in the work, many of them being the size of nature, nearly all 
original, and having the names of the various parts printed on the body of the cut, in place of 
figures of reference, with descriptions at the foot. They thus form a complete and splendid series, 
which will greatly assist the student in obtaining a clear idea of Anatomy, and will also serve to 
refresh the memory of those who may find in the exigencies of practice the necessity of recalling 
the details of the dissecting room; while combining, as it does, a complete Atlas of Anatomy, with 
a thorough treatise on systematic, descriptive, and applied Anatomy, the work will be found of 
essential use to all physicians who receive students in their offices, relieving both preceptor and 
pupil of much labor in laying the groundwork of a thorough medical education. 

Notwithstanding its exceedingly low price, the work will be found, in every detail of mechanical 


“execution, one of the handsomest that has yet been offered to the American profession; while the 


careful scrutiny of a competent anatomist has relieved it of whatever typographical errors existed 


in the English edition. 


Thus it is that book after book makes the labor of 
the student easier than before, and since we have 
seen Blanchard & Lea’s new edition of Gray’s Ana- 
tomy, certainly the finest work of the kind now ex- 
tant, we would fain hope that the bugbear of medical 
students will lose half its horrors, and this necessary 
foundation of physiological science will be much fa- 
cilitated and advanced.—WN. 0. Med. News. 


The various points illustrated are marked directly 
on the structure; that is, whether it be muscle, pro- 
€ess, artery, nerve, valve, etc. etc.—we say each point 
is distinctly.marked by lettered engravings, so that 
the student, perceives at once each point described as 
readily as if pointed out on the subject by the de- 
monstrator. Most of the illustrations are thus ren- 
dered exceedingly satisfactory, and to the physician 
they serve to refresh the memory with great readiness 


and with scaree a reference to the printed text. The 
surgical application of the various regions is also pre- 
sented with force and clearness, impressing upon the 
student at each step of his research all the important 
relations of the structure demonstrated.—Cincinnati 
Lance. : 
This is, we believe, the handsomest book on Ana- 
tomy as yet published in our language, and bids fair 
to become in a short time THE standard text-book of 
our colleges and studies, Students and practitioners 
will alike appreciate this book. We predict for ita 
bright career, and are fully prepared to endorse the 
statement of the London Lancet, that ‘‘We are not 
acquainted with any work in any language which 
can take equal rank with the one before us.’”’ Paper, 
printing, binding, all are excellent, and we feel that 
a grateful profession will not allow the publishers to 
go unrewarded.—WNashville Med. and Surg. Journal. 


MITH (HENRY H.), M.D., 
Prof. of Surgery in the Univ. of Penna., &e. 


and fLORNER (WILLIAM E.), U.D., 


Late Prof. of Anatomy in the Univ. of Penna., &e. 


AN ANATOMICAL ATLAS, illustrative of the Structure of the 


Human Body. In one volume, large imperial octavo, extra cloth, with about six hundred 


and fifty beautiful figures. $4 50. 


The plan of this Atlas, which renders it so pecu- 
Jiarly convenient for, the student, and its superb ar- 


~ tistical execution, have been already pointed out. We 


oa 


fi \QHARPEY (WILLIAM), UD. and Quan (JONES § RICHARD). 


+ Sat 


must congratulate the student upon the completion 


of this Atlas, as it is the most convenient work of 


the kind that has yet appeared; and we must add, 
the. very beautiful mannerin which itis ‘‘got up”’ 


is so creditable to the country as to be flattering to 


our national pride.— American Medical Journal. 


JPORNER (WILLIAM B.), U.D., 


= 


& 


SPECIAL ANATOMY AND HISTOLOGY. ‘Eighth edition, exten- 


sively revised and modified. In two large octayo volumes of over 1000 pages, with more 


than 300 wood-cuts; extra cloth, $6 00. 


HUMAN ANATOMY. Revised, with Notes and Additions, by Josepi - 


Lexy, M.D., Professor of Anatomy in the University of Pennsylvania. 


Complete in two 


large octavo volumes, of about 1300 pages, with 511 illustrations; extra cloth, $6 00. 
The very low price of this standard work, and its completeness in all departments of the subject, 


LLEN (J. M), UD. 


THE PRACTICAL ANATOMIST; or, THE 


_ Dissecting Room. With 266 illustrations. 


of over 600 pages; extra cloth, $2 00. 


-ghould command for it a place in the library of all anatomical students. 
Taea eat ; 


STupDENT’s GUIDE IN THE... 
In one very handsome royal 12mo. volume - 


One of the most useful works upon the subject ever written’—Medical Eaaminer. 


8 Henry OC. Lea’s Pustications—( Anatomy). 


WILSON (BRASUOS), F.R.S. : 


A SYSTEM OF HUMAN ANATOMY, General and Special. A new 
and revised American, from the last and enlarged English edition. Edited by W. H. Go- 
precut, M.D., Professor of General and Surgical Anatomy in the Medical College of Ohio. 
Tliustrated with three hundred and ninety-seven engravings on wood. ‘In one large and 
handsome octavo volume, of over 600 large pages; extra cloth, $4 00; leather, $5 00. 

The publisher trusts that the well-earned reputation of this long-established favorite will be 

more than maintained by the present edition. Besides a very thorough revision by the author, it 
has been most carefully examined by the editor, and the efforts of both have been directed to in- 
troducing everything which increased experience in its use has suggested as desirable to render it 
a complete text-book for those seeking to obtain or to renew an acquaintance with Human Ana- 
tomy. The amount of additions which it has thus received may be estimated from the fact that 
the present edition contains over one-fourth more matter than the last, rendering a smaller type 
and an enlarged page requisite to keep the volume within a convenient size. The author has not 
only thus added largely to the work, but he has also made alterations throughout, wherever there 
appeared the opportunity of improving the arrangement or style, so as to present every fact in its 
most appropriate manner, and to render the whole as clear and intelligible as possible. The editor 
has exercised the utmost caution to obtain entire accuracy in the text, and has largely increased 
the number of illustrations, of which there are about one hundred and fifty more in this edition 
than in the last, thus bringing distinctly before the eye of the student everything of interest or 
importance. 


BY THE SAME AUTHOR. 
THE DISSECTOR’S MANUAL; or, PRActIcAL AND SurcicAL ANA- 


tomy. Third American, from the last revised and enlarged English edition. Modified and 
rearranged by WiuL14M Hunt, M.D., late Demonstrator of Anatomy in the University of 
Pennsylvania. In one large and handsome royal 12mo. volume, of 582 pages, with 154 
illustrations; extra cloth, $2 00. 


ODGES, (RICHARD 1), M.D., 


Late Demonstrator of Anatomy in the Medical Department of Harvard University. 


PRACTICAL DISSECTIONS. Second Edition, thoroughly revised. 
one neat royal 12mo. volume, half-bound, $2 00. (Just Ready.) 


The object of this work is to present to the anatomical student a clear and concise.description 
of that which he is expected to observe in an ordinary course of dissections. The author has 
endeavored to omit unnecessary details, and to present the subject in the form which many years’ 
experience has shown him to be the most convenient and intelligible to the student. In the 
revision of the present edition, he has sedulously labored to render the volume more worthy of 
the favor with which it has heretofore been received. 


ACLISE (JOSEPH). 
SURGICAL ANATOMY. By Joszpa Mactisz, Surgeon. In one 


volume, very large imperial quarto; with 68 large and splendid plates, drawn in the best 
style and beautifully colored, containing 190 figures, many of them the size of life; together 
with copious explanatory letter-press. Strongly and handsomely bound in extra cloth. 
Price $14 00. 

As no complete work of the kind has heretofore been published in the English language, the 
present volume will supply a want long felt in this country of an accurate and comprehensive 
Atlas of Surgical Anatomy, to which the student and practitioner can at all times refer to ascer- 
tain the exact relative positions of the various portions of the human frame towards each other 
até to the surface, as well as their abnormal deviations. The importance of such a work to the 
student, in the absence of anatomical material, and to practitioners, either for consultation in 
emergencies or to refresh their recollections of the dissecting room, is evident. Notwithstanding 
the large size, beauty and finish of the very numerous illustrations, it will be observed that the 
price is so low as to place it within the reach of all members of the profession. 

We know of no work on surgical anatomy which 


In 


can compete with it.—Lancet. 


The work of Maclise-on surgical anatomy is of the 
highest value. In some respects it is the best publi- 
cation of its “kind we have seen, and is worthy of a 
place in the library of any medical man, while the 
student could scarcely make a better investment than 
this.—The Western Journal of Medicine and Surgery. 


No such lithographic illustrations of surgical re- 
gions have hitherto, we think, been given. While 
the operator is shown every vessel and nerve where 
an operation is contemplated, the exact anatomist is 


EASLEE (E. R.), U.D., 


refreshed by those clear and distinct dissections, 
which every one musi appreciate who has a particle 
of enthusiasm. The English medical press has quite 
exhausted the words of praise, in recommending this 
admirable treatise. Those who have any curiosity 
to gratify, in reference to the perfectibility of the 
lithographic art in delineating the complex mechan- 
ism of the human body, are invited to examine our 
specimen copy. If anything will induce surgeons 
and students to patronize a book of such rare value 
and everyday importance to them, it will be a survey 
of the artistical skill exhibited in these fac-similes of 
nature.—Boston Med, and Surg. Journal. 


Professor of Anatomy and Physiology in Dartmouth Med. College, N. H. ; 


HUMAN HISTOLOGY, in its relations to Anatom 
Pathology; for the use of medical students. 


tions. 


, Physiology, and 
With four hundred and thirty-four illustra- 


In one handsome octavo volume of over 600 pages, extra cloth. $3 75. 


\ 


Henry ©. Lra’s Pustications—(Physiology). 9 
CARPENTER (WILLIAM B.), M.D., F.R.S., 
Examiner in Physiology and Comparative Anatomy tn the University of London, ; 
PRINCIPLES OF HUMAN PHYSIOLOGY; with their chief apph- 


cations to Psychology, Pathology, Therapeutics, Hygiene and Forensic Medicine. A new 
American from the last and revised London edition. With nearly three hundred illustrations. 
Edited, with additions, by Francis Gurney Smirn, M. D., Professor of the. Institutes of 
Medicine inthe University of Pennsylvania, &e. In one yery large and beautiful octavo 


volume, of about 900 large pages, handsomely printed; extra cloth, 


bands, $6 50. 


The highest compliment that can be extended to 
this great work of Dr. Carpenter is to call attention 
to this, another new edition, which the favorable 
regard of the profession has called for. Carpenter is 
the standard authority on physiology, and no physi- 
cian or medical student will regard his library as 
complete without a copy of it.—Cincinnati Med. Ob- 
Server. ; 


With Dr. Smith, we confidently believe ‘‘that the 
present will more than sustain the enviable reputa- 
tion already attained by former editions, of being 
one of the fullest and most complete treatises on the 
subject in the English language.’” We know of none 
from the pages of which a satisfactory knowledge of 
A4he physiology of the human organism can be as well 
obtained, none better adapted for the use of such as 
take up the study of physiology in its reference to 
the institutes and practice of medicine.—Am. Jour. 
Med. Sciences. 


A complete cyclopedia of this branch of science.— 
N.Y. Med. Times 


BY THE SAME AUTHOR. 


$5 50; leather, raised 


We doubt not it is destined to retain a strong hold 
on public favor, and remain the favorite text-book in 
our colleges.— Virginia Medical Journal. 

We have so often spoken in terms of high com- 
mendation of Dr. Carpenter’s elaborate work on hu- 
man physiology that, in announcing a new edition, 
it is unnecessary to add anything to what has hereto- 
fore been said, and especially is this the case since 
every intelligent physician is as well aware of the 
character and merits of the work as we ourselves are. 
—t. Louis Med. and Surg. Journal. 


The above is the title of what is emphatically the 
great work on physiology; aud we ave conscious that 
it would be a useless effort to attempt to add any- 
thing to the reputation of this invaluable work, and 
can only say to all with whom our opinion has any 
influence, that it is our authority.—Atlanta Med. 
Journal 

The greatest, the most reliable, aud the best book 
on the subject which we know of iu the English lan- 
guage —Stethoscope. 


PRINCIPLES OF COMPARATIVE PHYSIOLOGY. New Ameri- 


ean, from the Fourth and Revised London Hdition. 


In one large and handsome octavo 


volume, with over three hundred beautiful illustrations. Pp..752. Hxtra cloth, $5 00. 


As a complete and condensed treatise on its extended and important subject, this work becomes 
a necessity to students of natural science, while the very low price at which it is offered places it 


within the reach of all. 


BY THE SAME AUTHOR. 


THE MICROSCOPE AND ITS REVELATIONS. With an Appen- 


dix containing the Applications of the Microscope to Clinical Medicine, &c. 


By F. G. 


Suits M.D. Illustrated by four hundred and thirty-four beautiful engravings on wood. 
In one large and very handsome octavo volume, of 724 pages, extra cloth, $5 29. 


(ODD (ROBERT B.), MD. FLR.S., and Be WMAN (W.), F.R.S. 


THE PHYSIOLOGICAL ANATOMY AND PHYSIOLOGY OF 
7 MAN. With about three hundred large and beautiful illustrations on wood. Complete in 
one large octavo volume of 950 pages, extra cloth. Price $4 75. 


The names of Todd and Bowman have long been 
“familiar to the student of physiology. In this work 
we have the ripe experience of these laborious physi- 
ologists on every branch of this science. They gave 
each subject the most thorough and critical examina- 
tion before making ita matter of record. Thus, while 
they advanced tardily, apparently, in_their publica- 
tion, the work thus issued was a complete exponent 
of the science of physiology at the time of its final 
“appearance, We can, therefore, recommend this 
work as one of the most reliable which the student or 


practitioner can consult relating to physiology.—J. 
Y. Journal of Medicine.. 


To it the rising generation of medical men will 
owe, in great measure, a familiar acquaintance with 
all the chief truths respecting the healthy structure 
and working of the frames which are to form the 
subject of their care. The possession of such know- 
ledge will do more to make sound and able practi- 
tioners than anything else.—British and Foreign 
Medico-Chirurgical Review. 


JK IRKES | WILLIAM SHNHOUSE), MU. D.; 
A MANUAL OF PHYSIOLOGY. A new American from the third 


and improved London edition. 
some royal 12mo. volume. Pp. 586. 


With two hundred illustrations. 
Extra cloth, $2 25; leather, $2.75. 


In one large and hand- 


By the use of a fine and clear type, a very large amount of matter has been condensed into a 


comparatively small volume, 


Tt is at once convenient in size, comprehensive in 
design, and concise in statement, and altogether well 
adapted for the purpose designed.—St. Lowis Med. 
“and Surg. Journal. — 


The physiological reader will find it a most excel- 


and at its exceedingly low price it will be found a most desirable 
manual for students or for gentlemen desirous to refresh their knowledge of modern physiology. 


lent guide in the study of physiology in its most ad- 
vanced and perfect form. The author has shown 
himself capable of giving details sufficiently ample 
in a condensed and concentrated shape, on a science 
in which it is necessary at once to be correct and not 


‘lengthened, —Edinburgh Med. and Surg. Journal. 


‘te 


10 Henry C. Lza’s Pustications—(Phystology). 


ALTON (J. C.), UD. 
Professor of Physiology in the College of Physicians and Surgeons, New York, &e. 


A TREATISE ON HUMAN PHYSIOLOGY, Designed for the use 
of Students and Practitioners of Medicine. Third edition, révised, with nearly three hun- 
dred illustrations on wood. In one very beautiful octavo volume, of 700 pages, extra cloth, 
$5 25; leather, $6 25. 

‘In the present edition of this work the general plan and arrangement of the two former ones 
are retained. The improvements and additions which have been introduced consist in the incor- 
poration into the text of certain new facts and discoveries, relating mainly to details, which have 
made their appearance within the last three years.”—Awthor’s Preface. 

The rapid demand for another edition of this work sufficiently shows that the author has suc- 
ceeded in his efforts to produce a text-book of standard and permanent value, embodying within 
a moderate compass all that is definitively and positively known within the domain of Human 
Physiology. His high reputation as an original observer and investigator is a guarantee that in 
again revising it he has introduced whatever is necessary to render it thoroughly on a level with 
the advanced science of the day, and this has been accomplished without unduly increasing the 


size of the volume. 
No exertion has been spared to maintain the standard of typographical execution which has 


rendered this work admittedly one of the handsomest volumes as yet produced in this country. 


We believe we fully recognize the value of Draper | réswmé of the present condition of physiological 
and Dunglison, Carpenter and Kirkes, and Todd and | science; and, moreover, he has not been content with 
Bowman, and yet we unhesitatingly place Dalton at | mere compilation, but has ably investigated the func- 
the head of the list, for qualities already enumerated. | tions of the body for himself, many of the original 
Tn the important feature of illustration, Dalton’s work | experiments and observations being of the greatest 
is without a peer, either in adaptedness to the text, | value.—London Med. Review. 
simplicity and graphieness of design, or elegance of | — pyis work recognized as a standard text-book by 
artistic execution.—Chicago Med. Examiner. the medical schools, and with which the members of 

In calling attention to the recent publication of the | the profession are so familiar, demands but a brief 
third edition of this book, it will only be necessary | notice. Its popularity is attested by the rapidity 
to say that it retains all the merits and essentially the | with which former editions have been exhausted.— 
same pan of the two frvacr editions, with which |} Chicago Med. Journal, April, 1864. 
every American student of medicine is undoubtedly} 9 the student of physiology, no work as yet pub- 
familiar. The distinguished author has added to the | tished could be more misteteny as a guidevace ante 
text all the important discoveries in experimental | to 4 correct knowledge of the physiological subject 
physiology and embryology which have appeared | ampraced in its HARE but. vee is of far Boe : 
duting the last three years.—Boston Med. and Surg. | importance, it will prove the best teacher of tl Pes oy 
Journal, June 30, 1864. of fecvatigeliiel te which that indies can ie 

The arrangement of the work is excellent. The | acquired, and, if necessary, tested.—The Columbus 
dovis and theories pa forward in it are brought up to | Review of Med. and Surgery. 

e present time. Indeed, it may be looked upon as “ thi ¢ 
eee the latest views of physiologists in a con- di bn pelategy # ice uinte wares iene in hae 

ensed form, written in a clear, distinct manner, and | none 4 circumstance solely due to the fact of th a 
ina style which makes it not only a book of study pela idtle Taetth "ad Sdn es y aera: es on 
to the student, or of reference to the medical practi- =a ise Wan Chbd eeee pee ao: ee 
tioner, but a book which may be taken up iad read balan Pi ie a er hehe canbe a ere 
with both pleasure and profit at any time.—Canada | on the oth Barton gor ieee od GPRS a TS goed 
MEG. Touma. OE other side of the Atlantic can now boast of 

urnal, October, 1864. possessing manuals equalled by few and excelled by 

In Dr. Dalton’s excellent treatise we have one of | none of our own. In Dr. Dalton's treatise we are 
the latest contributions of our American brethren to | glad to find a valuable addition to physiological lite- 
medical science, and its popularity may be estimated | rature. With pleasure we have observed throughout 
by the fact that this, the second edition, follows upon | the volume proof of the author not being a “mere 
the first with the short interval of two years. The | compiler of the ideas of others, but an active laborer 
author has succeeded in giving his readers an exceed-| in the field of science.—The Brit. and For. Medico- 
ingly accurate and at the same time most readable| Chirurgical Review. 


DJUNGLISON (ROBLEY), M.D. 
Professor of Institutes of Medicine in Jefferson Medical College, Philadelphia. 


HUMAN PHYSIOLOGY. Eighth edition. Thoroughly revised and 


extensively modified and enlarged, with five hundred and thirty-two illustrations. In two 
large and handsomely printed octayo volumes of about 1500 pages, extra cloth. $7 00. 


PHMANN (C.-@,) 


PHYSIOLOGICAL CHEMISTRY. Translated from the second edi- 
tion by Guorcn EH. Day, M.D., F.R.S., &e., edited by R. E. Rogers, M. D., Professor of 
Chemistry in the Medical Department of the University of Pennsylvania, with illustrations 
‘selected from Funke’s Atlas of Physiological Chemistry, and an Appendix of plates. Com- 


plete in two large and handsome octayo volumes, containi 2 ii 
hundred illustrations, extra cloth. $6 00. ‘ MMMsie Ie 


BY THE SAME AUTHOR. . — 
MANUAL OF CHEMICAL PHYSIOLOGY. Translated from the 


German, with Notes and Additions, by J. Cuzston Morris, M.D., wi . 

} : : -D., with an Introduct 
Essay lpg ir ete reals Professor SamurL JAcKson, M. Be of the University of Penna 
vania. ith illustrations on wood. In on h i 
SHIRT” 3808 one yery pudeoenociane volume of 336 pages 


*. 
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BERANDE (WH. 1), D.0.L., and (PAYLOR (ALFRED 8), M.D. F.R.S. 


CHEMISTRY. In one handsome 
In press for early publication.) 


A most comprehensive and compact volume. Its 
information is recent, and is conveyed in clear lan- 
guage. Its index of sixty closely-printed columns 
shows with what care new discoveries have been 
added to well-known facts.—The Chemical News. 


THE HANDBOOK IN CHEMISTRY OF THE STUDENT.— 
For clearness of language, accuracy of description, 
extent of information, and freedom from pedantry 
and mysticism, po other text-book comes into com- 
petition with it.—Zhe Lancet. 

The authors set out with the definite purpose of 
writing a book which shall be intelligible to any 
educated man. Thus conceived, and worked out in 
the most sturdy, common-sense method, this book 
gives in the clearest and most summary method 
possible all the facts and doctrines of chemistry.— 
Medical Times. 


We can cordially recommend this work as one of 


8vo. vol. (New and revised edition. 


the clearest, and most practical that can be put in the 
hands of the student.— Edinburgh Med. Journal. 

It abounds in innumerable interesting facts not to 
be found elsewhere; and from the masterly manner 
in which every subject is handled, with its pleasing 
mode of describing even the dryest details, it cannot 
fail to prove acceptable, not only to those for whom 
it is intended, but to the profession at large.—Canada 
Lance. : 

We have for a long time felt that the preparation 
of a proper chemical text-book for students would 
be time better spent than in the invention of a novel 
system of classification or the discovery of half a 
dozen new elements ending in twm. We believe this 
want has at last been satisfied in the book now before 
us, which has been prepared expressly for medical 
students by two of the most experienced teachers of 
the science in England.—Boston Med. and Surgical 
Journal, 


BR WMAN (JOHN E.), MU. D. 
PRACTICAL HANDBOOK OF 


by C. L. Buoxam, Professor of Practical Chemistry in King’s College, London. 
American, from the fourth and revised English Hdition. 
pp. 351, with numerous illustrations, extra cloth. 


The fourth edition of this invaluable text-book of 
MediealChemistry was published in England in Octo- 
ber of the last year. The Editor has brought down 
the Handbook to that date, introducing, as far as was 
compatible with the necessary conciseness of such a 
work, all the valuable discoveries in the science 
which have come to light since the previous edition 
was-printed. The work is indispensable to every 
student of medicine or enlightened practitioner. It 
is printed in clear type, and the illustrations are 
numerous and intelligible.—Boston Med. and Surg. 
Journal. 


BY THE SAME AUTHOR. 


MEDICAL CHEMISTRY. Edited 
Fourth 
In one neat volume, royal 12mo., 
$2 25. 


The medical student and practitioner have already 
appreciated properly this small manual, in which 
instruction for the examination and analysis of the 
urine, bloodand other animal products, both healthy 
and morbid, are accurately given. The directions 
for the detection of poisons in orgaric mixtures and 
in the tissues are exceedingly well exposed in a con- 
cise and simple manner. This fourth edition has 
been thoroughly revised by the editor, and brought 
up tothe presentstate of practical medical chemistry. 
—Pacifie Med. and Surg. Journal. 


INTRODUCTION TO PRACTICAL CHEMISTRY, INCLUDING 


ANALYSIS. Fourth American, from the fifth and revised London edition. 
ous illustrations. In one neat vol., royal 12mo., extra cloth. $2 25. 


~ One of the most complete manuals that has for a 
long time been given to the medical student.— 
Atheneum. ; 

We regard it as realizing almost everything to be 
desired in an introduction to Practical Chemistry. 
It is by far the best adapted for the Chemical student 
of any that has yet fallen in our way.—British and 
Foreign Medico-Chirurgical Review. 

The best introductory work~on the subjeet with 
which we are acquainted.—Edinburgh Monthly Jour. 


This little treatise, or manual, 8 designed espe- 
cially for beginners. With this view the author has 
rae ‘ Fe ‘ 


(GRAHAM (THOMAS), F.R.S. 


With numer- 
(Just Isseed.) 


very judiciously simplified his subjects and illustra- 
tions as much as possible, and presents all of the 
details pertaining to chemical analysis, and other 
portions difficult for beginners. to comprehend, in 
sucha clear and distinct manner as to remove all 
doubt or difficulty. Thus a subject which is usually 
regarded by students as almost beyond their com- 
prehension, is rendered very easy of acquisition. 
Several valuable tables, a glossary, etc., all combine 
to render the work peculiarly adapted to the wants 
of such; and as such we commend it to them.—Zhe 
Western Lancet. 


THE ELEMENTS OF INORGANIC CHEMISTRY, including the 


Applications of the Science in the Arts. 
Warvs and Ropert Bripers, M. D. Complete in one large and handsome octayo volume, 
very large pages, with two hundred and thirty-two wood-cuts, extra cloth. 


* of over 800 
—, $5 50. ‘ ‘ 
- Part II., completing the work from fy 
~~ separate, cloth backs and paper sides. 


From Prof. E. N. Horsford, Harvard College. ; 

‘Tt has, in its earlier and less perfect editions, been 

familiar to me, and the epcelencd of its plan and 

the clearness and completeness of its discussions, 
have long beenmy admiration. ‘ 

: ‘No reader of English works on this science can 


New and much enlarged edition, by Henry 


p. 431 to end, with Index, Title Matter, &e., may be had 
Price $3 00. 


afford to be without this edition of Prof. Graham’s 
Elements.—Silliman’s Journal, March, 1858. > 
From Prof. Wolcott Gibbs, N. Y. Free Academy. 
The work is an admirable one in all respects, and 
its republication here cannot fail to exert a positive 
influence upon the progress of science in this country, 


12 Henry OC. Lea’s Pusrrcations—( Chemistry and Pharmacy). 


FOWwNES (GEORGE), Ph. D. 


A MANUAL OF ELEMENTARY CHEMISTRY; Theoretical and 


Practical. With one hundred and ninety-seven illustrations. Edited by Ropmrr Brinces, 


M. D. In onelarge royal 12mo. volume, 


We know of no treatise in the language so well 
calculated to aid the student in becoming familiar 
with the numerous facts in the intrinsic science on 
which it treats, or one better calculated as a text- 
book for those attending Chemical lectures, * * * * 
The best text-book on Chemistry that hasissued from 
our press.—American Medical Journal. 


We again most cheerfully recommend it as the 
best text-book for students in attendance upon Chem- 
ical lectures that we have yet examined.—ZUl. and 
Ind. Med, and Surg. Journal. 


A first-rate work upon a first-rate subject.—St. 
Louis Med. and Surg. Journal. 


No manual of Chemistry which we have met 
comes so near meeting the wants of the beginner, — 
Western Journal of Medicine and Surgery. 


of 600 pages, extra cloth, $2 00; leather, $2 50. 


We know of none within the same limits which 
has higher claims to our confidence asa college class- 
book, both for accuracy of detail and scientific ar- 
rangement.—Augusta Medical Journal. 

‘We know of no text-book on chemistry that we 
would sooner recommend to the student than this 
edition of Prof. Fownes’ work.—WMontreal Medical 
Chronicle, 

A new and revised edition of one of the best elemen- 
tary works on chemistry accessible to the American 
and English student.—W. Y. Journal of Medical and 
Collateral Science. 

We unhesitatingly recommend it to medical stu- 
dents.—N, W. Med. and Surg. Journal. 

This is a most excellent text-book for class instruc- 
tion in chemistry, whether for schools or colleges.— 
Silliman’s Journal, 


ABEL AND BLOXAM’S HANDBOOK OF CHEMIS- 
TRY, Theoretical, Practical, and Technical. With 
a recommendatory Preface, by Dr. Horrman. In 
one large octavo volume of 662 pages, with illus- 
trations, extra cloth, $4 50. — 

GARDNER’S MEDICAL CHEMISTRY, for the Use of 
Students, and the Profession. In one royal 12mo. 
volume, with wood-cuts; pp. 396, extra cloth, 
$1 00. 


KNAPP’S TECHNOLOGY ; or Chemistry Applied to 
the Arts, and to Manufactures. Edited, with 
numerous notes and additions, by Dr. Enmunp 
Rona.s, and Dr. Toomas RicHarpson. With Amer- 
ican additions, by Prof. WaLtTer R. Jonnson. In 
two very handsome octavo volumes, containing 
about 1000 pages, and 500 wood engravings, extra 
cloth, $6 00, 


ARRISH (EDWARD), 


Professor of Materia Medica in the Philadelphia College of Pharmacy. 
A TREATISE ON PHARMACY. Designed as a Text-Book for the 


Student, and as a Guide for the Physician and Pharmaceutist. 
Third Edition, greatly improved. 


Prescriptions. 


With many Formule and 
In one handsome octavo volume, of 850 


pages, with several hundred illustrations, extra cloth. $5 00. 
The rapid progress made in the science and art of Pharmacy, and the many changes in the last 


edition of the Pharmacopeia have required a very thorough revision of this work to render it 
worthy the continued confidence with which it has heretofore been favored. In effecting this, 
many portions have been condensed, and every effort has been made to avoid increasing unduly 
the bulk of the volume, yet, notwithstanding this, it will be found enlarged by about one hundred 
and fifty pages. The author’s aim has been to present in a clear and compendious manner every- 
thing of value to the prescriber and dispenser of medicines, and the work, it is hoped, will be found 
more than ever a complete book of referente and text-book, indispensable to all who desire to keep 


on a level with the advance of knowledge connected with their profession. 
The immense amount of practical information condensed in its pages may be estimated from 


the fact that the Index contains about 4700 items. 


Under the head of Acids there are 312 refer- 


ences; under Emplastrum, 36; Extracts, 159; Lozenges, 25; Mixtures, 55; Pills, 56; Syrups, 


131; Tinctures, 138; Unguentum, 57, &e. 

We have examined this large volume with a good 
deal of care, and find that the author has completely 
exhausted the subject upon which he treats; a more 
complete work, we think, it would be impossible to 
find, To the student of pharmacy the work is indis- 
pensable; indeed, so far as we. know, it is the only one 
of its kind in existence, and even to the physician or 
medical student who can spare five dollars to pur- 
chase it, we feel sure the practical information he 
will obtain will more than compensate him for the 
outlay.—Canada Med. Journal, Nov. 1864. 


The medical student and the practising physician 
will find the volume of inestimable worth for study 
ee reference.—San Francisco Med. Press, July, 

When we say that this book is in some respects 
the best which has been published on the subject in 
the English language for a great many years, we do 
not wish it to be understood as very extravagant 
praise. In truth, itis not so much the best as the 
only book.—The London Chemical News. 


An attempt to furnish anything like an analysis of 
Parrish’s very valuable and elaborate Treatise on 
Practical Pharmacy would require more space than 
we have at our disposal, This, however, is not so 
much a matter of regret, inasmuch as it would be 
difficult to think of any point, however minute and 
apparently trivial, connected with the manipulation 
of pharmaceutic substances or appliances which has 


not been clearly and carefully discussed in this vol- 
ume. Want of space prevents our enlarging further 
on this valuable work, and we must conclude by a 
simple expression of our hearty appreciation of its 
merits.—Dublin Quarterly Jour. of Medical Science, 
August, 1864, 

We have in thisable and elaborate work a fair ex- 
position of pharmaceutical science as it exists in the 
United States; and it shows that our transatlantic 
friends have given the subject most elaborate con- 
sideration, and have brought their art to a degree of 
perfection which, we believe, is scarcely to be sur- 
passed anywhere. The book is, of course, of more 
direct value to the medicine maker than to the physi- 
cian; yet Mr. Parrish has not failed to introduce 
matter in which the prescriber is quite as mueh 
interested as the compounder of remedies. In con- 
clusion, we can only express our high opinion of the 
value of this work asa guide to the pharmacentist, 


and in many respects to the physician, not only in 
America, but in other parts of the world.—British 
Med. Journal, Nov. 12th, 1864. 


The former editions have been sufficiently long 
before the medical public to render the merits of the 
work well known. It is certainly one of the moss 
complete and valuable works on practical pharmacy 
to which the student, the practitioner, or the apothe- 
cary can have access.—Chicago Medical Examiner 
March, 1864, - : : 


; 
; 
; 
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RIFFITH (ROBERT E.), M.D. 
A UNIVERSAL FORMULARY, Containing the Methods of Pre- 


paring and Administering Officinal and other Medicines. The whole adapted to Physicians 
and Pharmaceutists. Second edition, thoroughly revised, with numerous additions, by 
Rozert P. Tuomas, M.D., Professor of Materia Medica in the Philadelphia College of 


Pharmacy. In one large and handsome octavo volume of 650 pages, double-columns. 
Extra cloth, $4 00; leather, $5 00. 


In this volume, the Formulary proper occupies over 400 double-column pages, and contains 
about 5000 formulas, among which, besides those strictly medical, will befound numerous valuable 
receipts for the preparation of essences, perfumes, inks, soaps, varnishes, &c. &¢. In addition to 
this, the work contains a vast amount of information indispensable for daily reference by the prac- 
tising physician and apothecary, embracing Tables of Weights and Measures, Specific Gravity, 
Temperature for Pharmaceutical Operations, Hydrometrical Equivalents, Specific Gravities of some 
of the Preparations of the Pharmacopeeias, Relation between different Thermometrical Scales, 
Explanation of Abbreviations used in Formule, Vocabulary of Words used in Prescriptions, Ob- 
servations on the Management of the Sick Room, Doses of Medicines, Rules for the Administration 
of Modicines, Management of Convalescence and Relapses, Dietetic Preparations not included in 
the Formulary, List of Incompatibles, Posological Table, Table of Pharmaceutical Names which 
differ in the Pharmacopeias, Officinal Preparations and Directions, and Poisons. 

Three complete and extended Indexes render the work especially adapted for immediate consul- 
tation. One, of DisEAsEs AND THEIR REMEDIES, presents under the head of each disease the 
remedial agents which have been usefully exhibited in it, with reference to the formuls containing 
them—while another of PHARMACEUTICAL and Boranrcan NAmMEs, and a very thorough GENERAL 
Inpex afford the means of obtaining at once any information desired. The Formulary itself is 


arranged alphabetically, under the heads of the leading constituents of the prescriptions. 


This is one of the most useful books for the prac- 
tising physician which has beon issued from the press 
of late years, containing a vast variety of formulas 
for the safe and convenient administration of medi- 
cines, all arranged upon scientific and rational prin- 
ciples, with the quantities stated in full, without 
signs or abbreviations.—Memphis Med. Recorder. 


We know of none in our language, or any other, so 
comprehensive in its details.—London Lancet. 


One of the most complete works of the kind in any 
language.—Edinburgh Med. Journal. 


We are not cognizant of the existence of a parallel 


| work.—London Med. Gazette. 


a STILLE (ALFRED), iD., 


Professor of Theory and Practice of Medicine in the University of Penna. 


THERAPEUTICS AND MATERIA MEDICA; a Systematic Treatise 


on the Action and Uses of Medicinal Agents, including their Description and History. 


Third edition, revised and enlarged. In two large and handsome octavo volumes. 


paring for early publication.) 


Dr. Stillé’s splendid work on therapeutics and ma- 
teria medica.—London Med. Times, April 8, 1865. 


(Pre- 


We have placed first on the list Dr. Stillé’s great 
work on therapeutics.—Edinburgh Med. Journ., 1865. 


LLIS (BENJAMIN), M.D. 


THE MEDICAL FORMULARY: being a Collection of Prescriptions 


derived from the writings and practice of many of the most eminent physicians of America 
and Europe. Together with the usual Dietetic Preparations and Antidotes for Poisons. To 
which is added an Appendix, on the Endermie use of Medicines, and on the use of Ether 
and Chloroform. The whole accompanied with a few brief Pharmaceutic and Medical Ob- 
servations. Bleyenth edition, carefully revised and much extended by Rozerr P. Tuomas, 
M.D., Professor of Materia Medica in the Philadelphia College of Pharmacy. In one 


volume 8vo., of about 350 pages. $3 00. 


We endorse the favorable opinion which the book 
has so long established for itself, and take this occa- 
sion to commend it to our readers as one of the con- 
venient handbooks of the office and library.—Cin- 
einnati Lancet, Feb. 1864. 


The work has long been before the profession, and 
its merits are well known. The present edition con- 
tains many valuable additions, and will be found to 
pe an exceedingly convenient and useful volume for 
reference by the medical practitioner. — Chicago 
Medical Examiner, March, 1864. em 

The work is now so well known, and has been so 


frequently noticed in this Journal as the successive 
editions appeared, that it is sufficient, on the present 
occasion, to state that the editor has introduced into 
the eleventh edition a large amount of new matter, 
derived from the current medica] and pharmaceutical 
works, as well as a number of valuable prescriptions 
furnished from private sources. A very comprehen- 
sive and extremely useful index has also been sup- 
plied, which facilitates reference to the particular 
article the preseriber may wish to administer; and 
the language of the Formulary has been made to cor- 
respond with the nomenclature of the new national 
Pharmacopeia.—Am. Jour. Med. Sciences, Jan. 1864, 


2D UNGLISON (ROBLEY),&.D., | 


Professor of Institutes of Medicine in Jefferson Medical College, Philadelphia. 


GENERAL THERAPEUTICS AND MATERIA MEDICA; adapted 
for 1 Medical Text-Book. With Indexes of Remedies and of Diseases and their Remedies. 


Sixth edition, 


two large and handsomely printed octavo vols. of about 1100 pages, 


S BY THE SAME AUTHOR. 


revised and improved. With one hundred and ninety-three illustrations. In 


extra cloth. $6 50. 


NEW REMEDIES, WITH FORMUL FOR THEIR PREPARA- 


TION AND ADMINISTRATION. 


Seventh edition, with extensive 
very large octavo volume of 770 pages, extra cloth. $4 00. 


additions. In one 
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PEREIRA (JONATHAN), M.D., F.R.S. and L.S. 
MATERIA MEDICA AND THERAPEUTICS; being an Abridg- 


ment of the late Dr. Pereira’s Elements of Materia Medica, arranged in conformity with 
the British Pharmacopeeia, and adapted to the use of Medical Practitioners, Chemists and 


Druggists, Medical and Pharmaceutical Students, &c. 


By F. J. Farre, M.D., Senior 


Physician to St. Bartholomew’s Hospital, and London Editor of the British Pharmacopeeia ; 
assisted by RoperT Bentuny, M.R.C.S., Professor of Materia Medica and Botany to the 
Pharmaceutical Society of Great Britain; and by Roperr Warineron, F.R.S., Chemical 


Operator to the Society of Apothecaries. 


With numerous additions and references to the 


United States Pharmacopeia, by Horatio C. Woon, M.D., Professor of Botany in the 


University of Pennsylvania. 


In one large and handsome octavo volume of 1040 closely 


printed pages, with 236 illustrations, extra cloth, $7 00; leather, raised bands, $8 00. 


(Just Issued.) 


The task of the American editor has evidently been 
no sinecure, for not only has, he given to us all that 
is contained in the abridgment useful for our pur- 
poses, but by a careful and judicious emhodiment of 
over a hundred new remedies has increased the size 
of the former work fully one-third, besides adding 
many new illustrations, some of which are original. 
We unhesitatingly say that by so doing he has pro- 
portionately increased the value, not only of the con- 
densed edition, but has extended the applicability of 
the great original, and has placed his medical coun- 
trymen under lasting obligations to him. The Ame- 
rican physician now has all that is needed in the 
shape of a complete treatise on materia medica, and 
the medical student has a text-book which, for prac- 
tical utility and intrinsic worth, stands unparalleled. 
Although of considerable size, it is none too large for 
the purposes for which it has been intended, and every 
medical man should, in justice to himself, spare a 
place for it upon his book-shelf, resting assured that 
the more he consults it the better he will be satisfied 
of its excellence.—W. Y¥. Med. Record, Nov. 15, 1866. 


It will fill a place which no other work can occupy 
in the library of the physician, student, and apothe- 
cary.—Boston Med. and Surg. Journal, Nov. 8, 1866. 


We have here presented, in a volume of a thousand 
pages, that which we sincerely believe the best work 
on materia medica in the English language. No phy- 
sician, no medical student, can purchase this book, 
and make anything like a proper use of it, without 
being amply rewarded for his outlay.— The Cincin- 
nati Journal of Medicine, November, 1866. 


The American editor can very justly say, then, that 
“his office has been no sinecure.’’ The result, how- 
ever, of the labors of the different gentlemen engaged 
on the work has been to give us a compendium that 
is admirably adapted for the wants and necessities of 
the student. We willingly concede to the American 
editor that we have rarely examined a work that, on 
the whole, is more carefully and laboriously edited 
than this; or, we may add, that is more improved in 
the process of editing.—WNew York Medical Jowrnal, 
December, 1866, 


Of the many works on Materia Medica which have 
appeared since the issuing of the British Pharmaco- 


poeia, none will be more acceptable to the student 
and practitioner than the present. Pereira’s Materia 
Medica had long ago asserted for itself the position of 
being the most complete work on the subject in the 
English language. But its very completeness stood 
in the way ofits success. Except in the way of refer- 
ence, or to those who made a special study of Materia 
Medica, Dr. Pereira’s work was too full, and its pe- 
rusal required an amount of time which few had at 
their disposal. Dr. Farre has very judiciously availed 
himself of the opportunity of the publication of the 
new Pharmacopeia, by bringing out an abridged edi- 
tion of the great work. This edition of Pereira is by 
no means a mere abridged re-issue, but contains ma- 
ny improvements, both in the descriptive and thera- 
peutical departments. We can recommend it as a 
very excellent and reliable text-book.—Edinburgh 
Med. Journal, February, 1866. 


The reader cannot fail to be impressed, at a glance, 
with the exceeding value of this work as a compend 
of nearly all useful knowledge on the materia medica. 
We are greatly indebted to Professor Wood for his 
adaptation of it tv our meridian. Without his emen- 
dations and additions it would lose much of its value 
to the American student. With them it is an Ameri- 
can book.— Pacific Medical and Surgical Journal, 
December, 1866, 


Altogether, the work is a most valuable addition to 
the literature of this subject, and will be of great use 
to the practitioner of medicine and medical student. 
The work, as issued by the American publisher, is a 
handsome volume of 1030 pages, most amply illus- 
trated, the wood-cuts being of superior finish, and 
clearly impressed.—Canada. Med. Journal, Nov. 1866. 


Only 592 pages, while Pereira’s original volumes 
included 2000, and yet the results of many years’ ad- 
ditional research in pharmacology and therapeutics 
are embodied in the new edition. Unquestionably 
Dr. Farre has conferred a great benefit upon medical 
students and practitioners. And in both respects we 
think he has acted very judiciously. And the work 
is now condensed—brought fully into accordance with 
the pharmacological opinions in vogue, and can be 
used with great advantage as a handbook for exami- 
nations.—The Lancet, December, 1865. 


[ARSON (JOSEPH), M.D., 


Professor of Materia Medica and Pharmacy in the University of Pennsylvania, &e. 


SYNOPSIS OF THE COURSE OF LECTURES ON MATERIA 


MEDICA AND PHARMACY, delivered in the University of Pennsylvania. 


With three 


Lectures on the Modus Operandi of Medicines. Fourth and revised edition. (Preparing.) 


ROYLE’S MATERIA MEDICA AND THERAPEU- 
Tics; including the Preparations of the Pharma- 
copeias of London, Edinburgh, Dublin, and of the 
United States. With many new medicines. Edited 
by JosrpH Carson, M.D. With ninety-eight illus- 
trations. In one large octavo volume of about 700 
pages, extra cloth. $3 00. 


_CHRISTISON’S DISPENSATORY; or, CommMENTARY 

' on the Pharmacopeias of Great Britain and the 
United States; comprising the Natural History, 
Description, Chemistry, Pharmacy, Actions, Uses, 
and Doses of the Articles of the Materia Medica. 
Second edition, revised and improved, with a Sup- 
plement containing the most important New Reme- 
dies. With copious additions, and two hundred 
and thirteen large wood-engravings. By R. Eexxs- 
FELD Grirrirs, M.D. In one very handsome octavo 
volume of over 1000 pagos, extra cloth. $4 00. 


CARPENTER’S PRIZE ESSAY ON THE USE OF 
ALcoHouic Liquors In HEALTH AND DisEAsE. New 
edition, with a Preface by D. F. Conpiz, M.D., and 
explanations of scientific words. In one neat 12mo. 
volume, pp. 178, extra cloth. 60 cents, 


BEALE ON THE LAWS OF HEALTH IN RELATION 
To MInD AND Bopy. In one vol. royal 12mo., extra 
cloth. pp. 296. 80 cents. 

Dre JONGH ON THE THREE KINDS OF COD-LIVER 
Orn, with their Chemical and Therapeutic Pro- 
perties. 1 vol. 12mo., cloth. 75 cents. 


MAYNE’S DISPENSATORY AND THERAPEUTICAL 
REMEMBRANCER. With every Practical Formula 
contained in the three British Pharmacopeias, 
Edited, with the addition of the Formule of the 
U. S. Pharmacopeia, by R. E. Griurrira, M.D. In 
one 12mo. volume, 300 pp., extra cloth. 75 cents. 


a 


_ Journal. 


Henry C. Lua’s Pustications—(Pathology). 


GROSS (SAMUEL D.), M. D., 


Professor of Surgery in the Jefferson Medical College of Philadelphia, 


ELEMENTS OF PATHOLOGICAL ANATOMY. Third edition, 


thoroughly revised and greatly improved. 


In one large and very handsome octayo volume 


of nearly 800 pages, with about three hundred and fifty beautiful illustrations, of which a 
large number are from original drawings; extra cloth. $4 00. 


; The very beautiful execution of this valuable work, and the exceedingly low price at which it 
is offered, should command for it a place in the library of every practitioner. 


To the student of medicine we would say that we 
know of no work which we can more heartily com- 
mend than Gross’s Pathological Anatomy.—Southern 
Med. and Surg. Journal, 

The volume commends itself to the medical student; 
it will repay a careful perusal, and should be upon 


the book-shelf of every American physician.—Chazles- 
ton Med. Journal. 
It contains much new matter, and brings down our 
Pee hace of pathology to the latest period.—London 
anced. 


J ONES (0. HANDFIELD), F.R:8,, and SIEVEKING (ED. H.), UL.D., 
Assistant Physicians and Lecturers in St. Mary’s Hospital. 


A MANUAL OF PATHOLOGICAL ANATOMY. First American 


edition, revised. With three hundred and ninety-seven handsome wood engravings. 


Tn 


one large and beautifully printed octavo volume of nearly 750 pages, extra cloth, $3 50. 


Our limited space alone restrains us from noticing 
miore at length the various subjects treated of in 
this interesting work; presenting, as it does, an excel- 
lent summary of the existing state of knowledge in 
relation to pathological anatomy, we cannot too 
strongly urge upon the student the necessity of a tho- 
rongh acquaintance with its contents.—Medical Ea: 
aminer. 


We have long had need of a hand-book of patholo- 
gical anatomy which should thoroughly reflect the 
present state of that science. In the treatise before 
us this desideratum is supplied. Within the limits of 
a moderate octavo, we have the outlines of this great 
department of medical science accurately defined, 


and the most recent investigations presented in suffi- 
cient detail for the student of pathology. We cannot 
at this time undertake a formal analysis of this trea- 
tise, as it would involve a separate and lengthy 
consideration of nearly every subject discussed ; nor 
would such analysis be advantageous to the medical 
reader. The work is of such a character that every 
physician ought to obtain it, both for reference and 
study.—W. Y. Journal of Medicine. : 

Its importance to the physician cannot be too highly 
estimated, and we would recommend our readers to 
add it to their library as soon as they conveniently 
can.—Montreal Med. Chronicle. 


JROKITANSEY (CARL), M.D, 


Owrator of the Imperial Pathological Museum, and Professor at the University of Vienna. 


A MANUAL OF PATHOLOGICAL ANATOMY. 


Translated by 


W. 4H. Swatne, EpwaArp Sirvexine, C. H. Moorn, and G. H. Day. Four volumes octayo, 
bound in two, of about 1200 pages, extra cloth. $7 50. 


GLUGE’S ATLAS OF PATHOLOGICAL HISTOLOGY. 
Translated, with Notes and Additions, by JoszPH 
Lerpy, M.D. In one volume, very large imperial 
quarto, with 320 copper-plate figures, plain and 

- colored, extra cloth. 400, 


SIMON’S GENERAL PATHOLOGY, as conducive to 
the Establishment of Rational Principles for the 
Prevention aud Cure of Disease. In one octavo 
volume of 212 pages, extra cloth. $1 23, 


Wiliams (CHARLES J. B.), Ut. D., 
Gs Professor of Clinical Medicine in University College, London. 


PRINCIPLES OF MEDICINE. 


An Elementary View of the Causes, © 


Nature, Treatment, Diagnosis, and Prognosis of Disease; with brief remarks on Hygienics, 
or the preservation of health. A new American, from the third and revised London edition. 
In one octavo volume of about 500 pages, extra cloth. $3 50. 


The unequivocal favor with which this work has 
‘been received by the profession, both in Europe and 


_-America, is one among the many gratifying evidences 


which might be adduced as going to show-that there 
is a steady progress taking place in the science as well 
asin the art of medicine,—St. Lowis Med. and Surg. 
Journal. 

No work has ever achieved or maintained a more 
deserved reputation. — Virginia Med, 


One of the best works on the subject of which it 


_ treats in our language. 


It has already commended itself to the high regard 
of the profession; and we may well say that we 
‘know of no single volume that will afford the source 
of so thorough a drilling in the principles of practice 
‘as this. Students and practitioners should make 
themselves intimately familiar with its teachings— 
they will find their labor and study most amply 
repaid.— Cincinnati Med. Observer. 


There is no work in medical literature which can 


| fill the place of this one. It is the Primer of the 


young practitioner, the Koran of the scientific one.— 
Stethoscope. — 


ANd Surg. | 


A text-book to which no other in our language is 
comparable.—Charleston Med. Journal. 


The lengthened analysis we have given of Dr. Wil- 
liams’s Principles of Medicine will, we trust, clearly 
prove to our readers his perfect competency for the 
task he has undertaken—that of imparting to the 
student, as well as to the more experienced practi- 


‘tioner, a knowledge of those general principles of 


pathology on which alone a correct practice can be 
founded. The absolute necessity of such a work 
must be evident to all who pretend to more than 
mere empiricism. We must conclude by again ex- 
pressing our high sense of the immense benefit which 
Dr. Williams has conferred on medicine by the pub- 
lication of this work. We are certain that in the 
present state of our knowledge his Principles of Medi- 
cine could not possibly be surpassed. While we 
regret the loss which many of the rising generation 
of practitioners have sustained by his resignation 0 
the Chair at University College, it is comforting to 
feel that his writings must long continue to exert a 
powerful influence on the practice of that profession 
for the improvement of which he has so assiduously 
and suecessfully labored, and in which he holds so 
distinguished a position.—London Jour. of Medicine 
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FPLINT (AUSTIN), M.D., 
Proyesser of the Principles and Practice qf Medicine in Bellevue Med. College, N. FY. 


A TREATISE ON THE PRINCIPLES AND PRACTICE OF 
MEDICINE; designed for the use of Students and Practitioners of Medicine. Second 
edition, revised-and enlarged. In one large and closely printed octayo volume of nearly 
1000 pages; handsome extra cloth, $6 50; or strongly bound in leather, with raised bands, 
$7 50. (Wow Ready.) 

From the Preface to the Second Edition. 


Four menths after the publication of this treatise, the author was notified that a second edition 
was called for. The speedy exhaustion of the first edition, unexpected in view of its large size, 
naturally intensified the desire to-make the work still more acceptable to practitioners and 
students of Medicine; and, notwithstanding the brief period allowed for a revision, additions 
have been made which, it is believed, will enhance the practical utility of the volume. 


Weare happy in being able once more to commend | ranked among heavy and common-place works, while 
this work to the students and practitioners of medicine | the unmistakable way in which Dr. Flint gives his 
who seek for accurate information conveyed in lan- | own views is quite refreshing, and far from common. 
guage at once clear, precise, and expressive.—amer, | It is a book of enormous research; the writer is evi- 
Journ. Med. Sciences, April, 1867. dently a man of observation and large experience ; 

Dr. Flint, who has been. known in this country for DIS views are preetically sound and theoretically 


many years, both as an author and teacher, who has | Moderate, and we have no hesitation in ‘orev | 
diseovered truth, and pointed it out clearly and dis- | his magnum opus to our readers. —Dublin Medica 
tinetly to others, investigated the symptoms and na- | Press and Ctrewar, May 16, 1866. ; 
tarsal history of disease and recorded its language and | In the plan of the work and the treatment of indi- 
facts,-and devoted a life of incessant study and | vidual subjects there is a freshness and an originality 
thonght to the doubtful er obseure in his profession, | which make it worthy of the study of practitioners 
has at length, in his ripe scholarship, given this work | as well as students. It is, indeed, an admirable book, 
tothe profession as a crowning gift. Ifwe have spoken | and highly creditable to American medicine. For 
highly of its value to the profession and world; if we | clearness and conciseness in style, for careful reason- 
have ~~, tore considered, it = the very i ve. wad upon _— is Sa ae ay distinction boa 
upon medi practice in any language; if we have | what we Know and what we do not Know, between = 
spoken of its excellences in dotaicone given points | what nature does in disease and what the physician 
of special value, we have yet failed to express in any | can do and should, for richness In good clinical ob- 
degree our present estimate of its value as a guide in | servation, for independence of statement and opinion 
the practice of medicine. It does not contain too much | on great points of practice, and for general sagacity ‘ 
or too little ; it is not positive where doubt should be | and good Judgment, the work is most meritorious. H 
expressed, or hesitate where truth is known. It is/ It is singularly rich in good qualities, and free from 
philosophical and speculative where philosophy and | faults —Zendon Lancet, June 35, 1800. ’ 
speculation are all that can at present be obtained, | ~ : 
bat nothing is admitied to the elevation of established In following out such & plan Dr. Flint has sue- 
truth, without the most thorough investigation. It , ceeded most admirably, and gives to his readers a 
is truly remarkable with what even hand this work | work that is not only very readable, interesting, 
has been written, and how it all shows the most care- | 24 concise, but in every respect calculated to meet 
fal thought and untiring study. We conclude that, |e Teatirements of professional men of every ehass. 
though it may yet be susceptible of improvement, it | The student has presented to him, tn the: pisinass 
still constitutes the very best which human knowledge Possible manner, the symptoms of disease, the prin= 
can at present produce. ‘When knowledge is in- ciples which should guide him in its treatment, and 
creased. the work will doubiless be again revised; | the ditticulties which have to be surmounted in order 
meanwhile we shall accept it as the rule of practice. - bo atrive “Ata COnLSSS Giagnosis. The p “bat kitioner, 
—Buffalo Med. and Surg. Journal, Feb. 1887. | besides having such aids, has offered to him the con- 
ee % | elusidn which the experience of the professor has 
He may justly feel proud of the high honor con- } bled hi i - i 
S s or | enal ‘im to arrive at in reference to the relative 
ferred on him by the demand for a second edition of) merits of different therapeutical agents, and different | 
his work in four mouths after the issue of the first. | methods of treatment. This Sia ate will add not 
= American practitioner can aiford to do without | g little te the well-earn reputation of Prof. Flint as 
eae oe Med. gad Surg. Jowrnal, | a medical teacher —N. ¥. Med, Record, April 2, 1866. 
Dr. Flint’s book is the only one on the practice of 
medicine that can benefit the young practitioner.— 


We take pleasure in recommending te the profession 
this valuable and practical work on the practice of 
medicine, more particularly as we have had oppor- 
tunities of appreciating from personal observation 
the author's prSeminent merit as a clinical observer. 
This work is undoubtedly one of great merit, and we 
feel confident that it will have an extensive cireala- 
tion. — Phe NO. Med. and Surg. Journal, Sept. 1866. 


DENGLISON, FORBES, TWEEDIE, AND CONOLLY. 
THE CYCLOP_-EDIA OF PRACTICAL MEDICINE: comprising 


. Treatises on the Nature and Treatment of Diseases, Materia Medica and Th. uti 
Diseases of Women and Children, Medical Jurisprudence, &e. &e. In four large pa a 
octavo volumes, of 3254 double-columned pages, strongly and handsomely bound. $15. 

*,.* This work contains no less than four hundred and eighteen distinct treatises, contributed 
by sixty-eight distinguished physicians. 

The most complete work on practical medicine; the day. As s-cwork of refi —_ > 
extant, or at least in our language.—Bujulo Medical posing Seecnnr ak Madicine anil fone ‘ 


: 


Nashville Mea. Journal, Aug. 1866. 


We consider the book, in all its essentials, as the 
best adapted to the student of any of our numerous 
text-books on this subject.—N.Y Med. Journ, Jan."67. 


Its terse eoneiseness fully redeems it from being 


‘and Surgical Jo 

* ox atin ahove.2lt pal It has been to us, both as learner and teacher, a 

ae perme gppace, its spare all price to every practi- work for em ant Seagsoas reference, one in which —— 

: * E modern ish medici ibi ” 
__ One of the most valuable medical publications of | rantageous light-—-Medical Beaminers SS 


ae 


‘ 


BakLow (GEORGE H.), M.D. 


A MANUAL OF THE PRACTICE OF MEDICINE. With Additions 


by D. F. Conpre, M.D., author of ‘‘A Practical Treatise on Diseases of Chi dren,’? &. == 
one handsome octavo volume of over 600 pages, extra cloth. $2 90. oe = a = 


Henry ©. Lea’s Pusticattons—(Practice of Medicine). as 4 


F[{4RTSHORNE (HENRY), M.D, 
Professor of Hygiene in the University of Pennsylvania. 


ESSENTIALS OF THE PRINCIPLES AND PRACTICE OF MEDI- 


CINE. A handy-book for Students and Practitioners. In one handsome royal 12mo. 
volume of about 350 pages, clearly printed on small type. (Just Ready.) 


In this work the author has sought to present a clear and condensed view of the theory and 
practice of physic in its most’ modern aspect, suited to the wants of the student and to those of 
the practitioner who desires within a moderate compass to have the means of refreshing his know- 
ledge or of noting the more important results of recent investigations. By careful selection of 
material and the utmost conciseness of style, a very large amount of information will be found 
embodied in a small compass, conveniently arranged either for study or reference. 


JVATSON (THOMAS), M.D., §. 
LECTURES ON THE PRINCIPLES AND PRACTICE OF 


PHYSIC. Delivered at King’s College, London. A new American, from the last revised 
and enlarged English edition, with Additions, by D. Francis Conpin, M. D., author of 
‘A Practical Treatise on the Diseases of Children,’’ &c. With one hundred and eighty- 
five illustrations on wood. In one very large and handsome volume, imperial octavo, of 
over 1200 closely printed pages in small type; extra cloth, $6 50; strongly bound in 
leather, with raised bands, $7 50. 


Believing this to be a work which should lie on the table of every physician, and: be in the hands 
of every student, every effort has been made to condense the vast amount of matter which it con- 
tains within a convenient compass, and at a very reasonable price, to place it within reach of all. 
In its present enlarged form, the work contains the matter of at least three ordinary octavos, 
rendering it one of the cheapest works now offered to the American profession, while its mechani- 
eal execution makes it an exceedingly attractive volume. 


Confessedly, by the concurrent opinions of the | the student in the acquirement of his profession, and 
highest critical authorities both of Great Britain and | no iess worthy of frequent consultation and reference 
this country, the best compend of the principles and | by the most enlightened practitioner.—Chicago Med. 
practice of physic that has yet appeared.—Am. Jour. | Journal. 


of the Med. Sciences. Dr. Watson’s Lectures have been so long known 

Commendation of these lectures would be only | and celebrated for their rare combination of intrinsic 
reiterating the often recorded opinion of the profes- | excellence and attractive style, that we need say no 
sion. By universal consent the work ranks among | more of this edition than that it is the best work on 
the very best text-books in our language.—JUl. and | the subject in the English language, for the general 
Ind. Med. and Surg. Journal. purposes both of students and of practitioners—all of 

It stands now confessedly in the first rank of the whom we advise to possess themselves of a copy, if 
publications relating to. the practice of medicine.— | they are not already so fortunate as to have one.— 
Western Journal of Med. and Surg. Boston Medical and Surgical Journal, 


Dr. Warson’s Lectures may, without exaggeration, | Young men will find in the work before us the 


: ‘ Patatd icine. —(Oin_ | councils of wisdom, and the old men the words of 
Be re ea eae oo eoeine ee comfort, Few men have succeeded so well as Dr. 


3 Watson in throwing together science and common 
ae ead spent bop. highly of ps arly eaceical sense in the treatment of disedse.—Ohio Med. Journ. 

work on the practice of medicine. Take it all in all, sa5 3 va 

it is the Wolly best of books of its kind; equalled by ae ge egies should be without the new edition. 

none in beauty and elegance of diction, and not sur- | ~~": e ie ews. g ; 

passed in the completeness and comprehensiveness This work is now truly a cyclopxdia of practical 

of its contents. It will be an indispensable guide to | medicine.—New York Journal of Medicine. 
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J)ICKSON (SAMUEL H.), M. D., 
Professor of Practice of Medicine in Jefferson Medical College, Philadelphia. 
ELEMENTS OF MEDICINE; a Compendious View of Pathology and 
Therapeutics, or the History and Treatment of Diseases. Second edition, revised. In one 
large and handsome octavo volume, of 750 pages, extra cloth. 4 00. 


BARCLAY (A. W.), UL. D. 
~ A MANUAL OF MEDICAL DIAGNOSIS; being an Analysis of the 


_— Signs and Symptoms of Disease. Third American from the second and revised London 
edition. In one neat octayo volume of 451 pages, extra cloth. $3 50. 


A work of immensé practical utility,-<Dondon | The book should be in the hands of every practical 
Med. Times and Gazette. Rapin man.—Dublin Med. Press. 


a JT ONDON SOCIETY OF MEDICAL OBSERVATION. ~ 


aie 

WHAT TO OBSERVE AT THE BEDSIDE AND AFTER DEATH 
IN MEDICAL CASES. Published under the authority of the London Society for Medical 

_ Observation. A new American, from’the second and revised London edition. In one very 
handsome volume, royal 12mo., extra cloth. $1 00. bl 


eee : x 
- LAYCOCK’S LECTURES ON THE PRINCIPLES | HOLLAND’S MEDICAL NOTES AND REFLEC- 


i in 1 d English edi 
; D oF MrpicaL OBSERVATION AND Rr- Tions. From the third and enlarged English edi- 
ih ee ie the use of advanced students and | tion. In one handsome octavo volume of about 
-__ junior practitioners. In one very neat royal 12mo. | 500 pages, extra cloth, $3 50. 


— . volume, extra-cloth. $1 00. 


“ 
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Henry C. Lua’s Pusrications—(Practice of Medicine). 


LINT (AUSTIN), M. D., 


Professor of the Principles and Practice of Medicine in Bellevue Hospital Med. College, N. Y¥. 


A PRACTICAL TREATISE ON THE PHYSICAL EXPLORA- 
TION OF THE CHEST AND THE DIAGNOSIS OF DISEASES AFFECTING THE 
RESPIRATORY ORGANS. Second and revised edition. In one handsome octavo volume 


of 595 pages, extra cloth, $4 50. 


Premising this observation of the necessity of each 
student and practitioner making himself acquainted 
with auscultation and percussion, we may state our 
honest opinion that Dr. Flint’s treatise is one of the 
most trustworthy guides which he can consult. The 
style is clear and distinct, and is also concise, being 
free from that tendency to over-refinement and unne- 
cessary minuteness which characterizes many works 
on the same subject.—Dublin Medical Press, Feb. 6, 
1867. 


In the invaluable work before us, we have a book 
of facts of nearly 600 pages, admirably arranged, 
clear, thorough, and lucid on all points, without pro- 
lixity; exhausting every point and topic touched; a 
monument of patient and long-continued observation, 
which does credit to its author, and reflects honor on 


BY THE SAME AUTHOR. 


(Just Issued.) 


American medicing.—Atlanta Med. and Surg. Jowr- 
nal, Feb. 1867. 


The chapter on Phthisis is replete with interest; 
and his remarks on the diagnosis, especially in the 
early stages, are remarkable for their acumen and 
great practical value. Dr. Flint’s style is clear and 
elegant, and the tone of freshness and originality 
which pervades his whole work lend an additional 
force to its thoroughly practical character, which 
cannot fail to obtain for it a place as a standard work 
on diseases of the respiratory system. — London 
Lancet, Jan. 19, 1867. 


This is an admirable book. Excellent in detail and 
execution, nothing better could be desired by the 
practitioner. Dr. Flint enriches his subject with 
much solid and not a little original observation.— 
Rankings Abstract, Jan. 1867, 


A PRACTICAL TREATISE ON THE DIAGNOSIS, PATHOLOGY, 


AND TREATMENT OF DISEASES OF 


THE HEART. In one neat octavo volume of 


nearly 500 pages, with a plate; extra cloth, $3 50. 


We question the fact of any recent American author 
in our profession being more extensively known, or 
more deservedly esteemed in this country than Dr. 
Flint. We willingly acknowledge his success, more 
particularly in the volume on diseases of the heart, in 


HAMBERS (T. K.), U.D., 


makingan extended personal clinical study available 
for purposes of illustration, in connection with cases 
which have been reported by other trustworthy ob- 
servers.—Brit. and For. Med.-Chir. Review. 


Consulting Physician to St. Mary's Hospital, London, &e. 


THE INDIGESTIONS; or, Diseases of the Digestive Organs Functionally 


Treated. In one handsome octavo volume, extra cloth, $2 50. 


Associate with this the rare faculty which Dr. | 
Chambers has of infusing an enthusiasm in his sub- | 
ject, and we have in this little work all the elements | 
which make it a model of its sort. We have perused | 
it carefully; have studied every page; our interest | 
in the subject has been intensified as we proceeded, | 
and we are enabled to lay it down with unqualified | 
praise.—. Y. Med. Record, April 15, 1867. 

This is one of the most valuable works which it 
has ever been our good fortune to receive.—London 
Med. Mirror, Feb. 1867. i 

It is in the combination of these qualities—clearand | 
vivid expression, with thorough scientific knowledge | 
and practical skill—that his success as a teacher or 
literary expositor of the medical art consists; and the | 
volume before us is a better illustration than its au- | 


(Now Ready.) 


which the young practitioner is oftener consulted, or 
on which the public are more apt to furm their 
opinions of his professional skill, than the various 
phenomena of indigestion. Dr. Chambers comes most 
opportunely and effectively to his assistance. In fact, 
there are few situations in which the commencing 
practitioner can place himself in which Dr. Cham- 
bers’ conclusions on digestion will not be of service. 
—London Lancet, February 23, 18657. 


This elegant volume, by the author of ‘‘ Lectures, 
chiefly Clinical,’’ has been our Christmas book, and 
we found it as interesting as any of the popular an- 
nuals which deluge us at that festive season. We 
hope the author will accept as a well-deserved com- 
pliment the remark, ‘‘that, after all that has been 
written upon this subject, we consider it a thorough 


. [ABERSHON (8. 0.), M.D. 


thor has yet produced of the rare degree in which | triumph to have pnt forth so instructive a volume on 
those combined Qualities are at hiscommand. Next | indigestion.”"—Dublin Medical Press and Cireular, 
to-the diseases of children,-there is no subject on | January 23, 1867. 


BRINTON (WILLIAM), M.D., F.R.S. 


LECTURES ON THE DISEASES OF THE STOMACH; with an 


Introduction on its Anatomy and Physiology. From the second and enlarged London edi- 
tion. With illustrations on wood. In one handsome octavo volume of about 300 pages, 
extra cloth. $3°25. (Just tsswed.) 


Nowhere can be found a more full, accurate, plain, | The most complete work in our language upon the 
and instructive history of these diseases, or more ra- | diagnosis and treatment of these puzzling and impor- 
tional views respecting their pathology and therapeu- | tant diseases.—Boston Med. and Surg. Journal, Nov. 
ties. —Am. Journ. of the Med. Sciences, April, 1865. | 1865. : 


PATHOLOGICAL AND PRACTICAL OBSERVATIONS ON DIS- 


pages, extra cloth. $2 50. 


FL ePson (A), M.D. U.R.1A, HF 
Physician to the Meath Hospiial. > 


LECTURES ON THE STUDY OF FEVER. “In one vol. 8vo. 


commenced in the ‘‘Mrpicat News anp Linrary’’ for July, 1867.) 


‘To be 


_ EASES OF THE ALIMENTARY CANAL, @SOPHAGUS, STOMACH, CHCUM, AND. 
INTESTINES. With illustrations on wood. In one handsome octavo volume of 312 
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UMSTEAD (FREEMAN J.), M.D., 


Lecturer on Materia Medica and Venereal Diseases at the Col. of Phys. and Surg., New York, &c. 


THE PATHOLOGY AND TREATMENT OF VENEREAL DIS- 


EASES. Including the results of recent investigations upon the subject. A new and re- 


vised edition, with illustrations. 


extra cloth, $5 00. (Lately Issued.) 


In one large and handsome octavo volume of 640 pages, 


During the short time which has elapsed since the appearance of this work, it has assumed the 
Position of a recognized authority on the subject wherever the language is spoken, and its trangla- 
tion into Italian shows that its reputation is not confined to our own tongue. The singular clear- 


ness with which the modern doctrines of venereal diseases are set forth 
adapted to the student, while the fulness of its 


makes it indispensable to the practitioner. 


renders it admirably 


practical details and directions as to treatment 
The few notices subjoined will show the very high 


position universally accorded to it by the medical press of both hemispheres. 


Well known as one of the best authorities of the 
present day on the subject.—British and For. Med.- 
Ohirurg. Review, April, 1866. 

A regular store-house of special information. — 
London Lancet, Feb. 24, 1866. 


A remarkably clear and full systematic treatise on 
the whole subject.—Lond. Med. Temes and Gazette. 

The best, completest, fullest monograph on this 
subject in our language.—-British American Journal. 

SIndispensable in a medical library.—Pacific Med. 
and Surg. Journal. 

We have no doubt that it will supersede in America 
every other treatise on Venereal.—San Francisco 
Med. Press, Oct. 1864, 

"A perfect compilation of all that is worth knowing 
on venereal diseases in general. It fills up a gap 
which has long been feltin English medical literature. 
—Brit, and Foreign Med.-Chirurg. Review, Jan., ’65. 


We have not met with any which so highly merits 
a = a 


our approval.and praise as the second edition of Dr. 
Bumstead’s work.—Glasgow Med. Journal, Oct. 1864, 

We know of no treatise in any language which is 
its equal in point of completeness and practical sim- 
plicity.— Boston Medical and Surgical Journal, 
Jan, 30, 1864. 


The book is one which every practitioner should 
have in his possession, and, we may further say, the 
only book upon the subject which he should acknow- 
ledge as competeut authority.—Bufalo Medical and 
Surgical Journal, July, 1864. , 


The best work with which we are acquainted, and 
the most convenient hand-book for the busy practi- 
tioner.—Cincinnati Lancet, July, 1864. 

The author has spared no labor to make this edition 
worthy of the reputation acquired by the last, and we 
believe that no improvement or suggestion worthy of 
notice, recorded since the last edition was published, 
has been left unnoticed.—Dublin Quarterly Journal 
of Medical Science, August, 1864. 


BLAKISTON ON CERTAIN DISEASES OF THE 
CHEST. In one volume octavo. $1 25. 


BUCKLER ON FIBRO-BRONCHITIS AND RHEU- 
MATIC PNEUMONIA. In one octavo vol., extra 
cloth, pp. 150. $1 25, 

FISKE FUND PRIZE ESSAYS.—LEE ON THE EF- 
FECTS OF CLIMATE ON TUBERCULOUS DIs- 
EASE. AND WARREN ON THE INFLUENCE OF 
PREGNANCY ON THE DEVELOPMENT OF TU- 
BERCLES. Together in one neat octavo volume, 
extra cloth, $1 00. 


HUGHES’ CLINICAL INTRODUCTION TO AUS- 


J ALLEMAND AND WILSON. 


CULTATION AND OTHER MODES OF PHYSICAL 
DIAGNOSIS. Second edition. One yolume royal 
12mo., extra cloth, pp. 304. $1 25. 

WALSHE’S PRACTICAL TREATISE ON DISEASES 
OF THE LUNGS. Third American; from the third 
revised and much enlarged London edition. In one 
neat octavo volume of nearly 500 pages, extra cloth. 
Price $3 00. 

WALSHH’S PRACTICAL TREATISE ON THE DIS- 
EASES OF THE HEART AND GREAT VESSELS, 
Third American, from the third revised and much 
enlarged London edition. In one handsome octavo 
volume of 420 pages, extra cloth. $3 00, 


. 


A PRACTICAL TREATISE ON THE CAUSES, SYMPTOMS, 


AND TREATMENT OF SPERMATORRH@A. By M. Lauuemann. 
Fifth American edition. 
DISEASES OF THE VESICULA SEMINALHS, anp THEIR ASSOCIATED ORGANS. 


edited by Hunry J. McDoUGALL. 


Translated and 
To which is added — ON 
With 


special reference to the Morbid Secretions of the Prostatic and Urethral Mucous Membrane. 
By Marris Witson, M.D. In one neat octavo volame, of about 400 pp., extra cloth, $2 75. 


[A ROCHE (R.), U.D.- 


YELLOW FEVER, considered in its Historical, Pathological, Htio- 
a “logical, and Therapeutical Relations. Including a Sketch of the Disease as it has occurred 
in Philadelphia from 1699 to 1854, with an examination of the connections between it and 

the feyers known under the same name in other parts of temperate as well as in tropical 

~ yegions. In two large and handsome octavo volumes, of nearly 1500 pages, extra cloth, $7 00. 


i ae THE SAME AUTHOR. 


PNEUMONIA; its Supposed Connection, Pathological, and Etiological, 
with Autumnal Fevers, including an Inquiry into the Existence and Morbid Agency of 
~~ Malaria. In one handsome octavo volume, extra cloth, of 500 pages. $3 00. 


LYONS (ROBERT D.), K.0.0. 


3 A TREATISE .ON FEVER;; or, Selections from a Course of Lectures 


: on Fever. Being part of a Course of Theory and Practice of Medicine. In one neat octavo 
volume, of 362 pages, extra cloth. $2 25. 


pe 


an if 


TODD’S CLINICAL LECTURES ON CERTAIN ACUTE 
Disnasks: In one neat octavo volume, of 320 pages 
extra cloth, 2 50. 


_ CLYMER ON FEVERS; THEIR DIAGNOSIS, PA- 
a Saeoroee AND TREATMENT. In one octavo volume 
of 600 pages, leather. $1 75. 


20 Henry ©. Lea’s Pusrications—( Practice of Medicine). 


Lf OBERTS (WILLIAM), M. D.. 


Lecturer on Medicine in the Manchester School of Medicine, &e. oe 


A PRACTICAL TREATISE ON URINARY AND RENAL DIS- 


BASES, including Urinary Deposits. Illustrated by numerous cases and engravings. In 
one very handsome octavo volume of 516 pp., extra cloth. $4 50. (Just Isswed.) 

The want has for some time been felt of a work which should render accessible to the American 
profession ina compendious and convenient form, the results of the numerous and important 
researches which have of late years elucidated the pathology of Urinary and Renal Diseases. It 
has been the aim of the author in the present volume to set forth in a form divested of undue 
technicality, the practical condition of the subject in its most advanced stage of progress. _In 
endeavoring to accomplish this, he has refrained from crowding the volume with minute chemical 
and physiological details, which would unfit it for its object of affording to the physician a guide 
in his daily practice, and to the student a condensed and intelligible compendium’ of all that is 


practically important on the subject. 
introduced throughout the work. 


In carrying out this design, he has not only made | 
good use of his own practical knowledge, but has 
brought together from various sources a vast amount 
of information, some of which is not generally pos- 
sessed by the profession in this country. We must 
now bring our notice of this hook to a close, re- 
gretting only that we are obliged to resist the temp- 
tation of giving further extracts from it. Dr. Roberts 
has already on seyeral occasions placed before the | 
profession the results of researches made by him on 
various points connected with the urine, and had thus 
led us to expect from him sometbing good—in which 
expectation we have been by no means disappointed. 
The book is, beyond question, the most comprehen- 


To aid in this, numerous cases and illustrations have been 


sive work on urinary and renal diseases, considered 
in their strictly practical aspect, that we possess in 
the English language.—British Medical Journal, 
Dec. 9, 1865. 

We have read this book with much satisfaction. 
It will take its place beside the best treatises in our 
language upon urinary pathology and therapeutics. 
Not the least of its merits is that the author. unlike 
some other book-makers, is contented to withhold 
much that he is well qualified to discuss in order to 
impart to his volume such a strictly practical charac- 
ter as cannot fail to render it popular among British 
readers.—London Med. Times and Gazette, March 
17, 1866. 


x*, ‘Bird on Urinary Deposits,’’ being for the present out of print, gentlemen will find in the 


above work a trustworthy substitute. 


MORLAND ON THE MORBID EFFECTS OF THE | 
RETENTION IN THE BLOOD OF THE ELE- 
MENTS OF THE URINARY SECRETION. In one 
ae octavo volume, 83 pages, extra cloth. 75 
ceuts. 


BLOOD AND URINE (MANUALS ON). By J. W. 
GrirFTH, G. O. RreEse, and A. MARKWICK. One 
volume, royall2mo., extra cloth, with plates. pp. 
460. $1 25. 


and 


UCKNILL (J. C.), M.D., 


B Med. Superintendent of the Devon Lunatie Asylum. 


ANIEL H. TUKE, M.D., 
Visiting Medical Officer to the York Retreat. 


A MANUAL OF PSYCHOLOGICAL MEDICINE; containing the 


History, Nosology, Description, Statistics, Diagnosis, Pathology, and Treatment of In- 
sanity. Witha Plate. In one handsome octavo volume, of 536 pages, extra cloth. $4 25. 


UDD (GEORGE), M.D. 


, ON DISEASES OF THE LIVER. Third American, from the third 


and enlarged London edition. In one very 


beautifully colored plates, and numerous wood-cuts. 


handsome octavo volume, extra cloth, with four 
pp. 500. $4 00. 


JONES (C. HANDFIELD), M.D., 
Physician to St. Mary's Hospital, &e. 
CLINICAL OBSERVATIONS 


_ DISORDERS. 
(Now Ready.) 


ON FUNCTIONAL NERVOUS 


In one handsome octavo volume of 348 pages, extra cloth, $3 25. 


The wide scope of the treatise, and its practical character, as illustrated by the large number 
of cases reported in detail by the author, can hardly fail to render it exceedingly valuable to 


the profession. 


HARRISON’S ESSAY TOWARDS A CORRECT 
THEORY OF THE NERVOUS SYSTEM. In one 
octavo volume of 292 pp. $1 50. 

SOLLY ON THE HUMAN BRAIN; its Structure, 


Sura (ED WARD), M.D. 


CONSUMPTION; ITS EARLY AND REMEDIABLE STAGES. | in 


one neat octavo volume of 254 pages, extra cloth. $2 25, 


ALTER (H. H.), .D. 


ASTHMA; its Pathology, Causes, Consequences, and Treatment. 


one volume, octavo, extra cloth. $2 50. 


SLADE (D. D.), UD. 


Physiology, and Diseases. From the Second and 
much enlarged London edition. In one octavo 
volume of 500 pages, with 120 wood-cuts; extra 
cloth. $2 50. 


DIPHTHERIA; its Nature and Treatment, with an account of the His- 


tory of its Prevalence in various Countries. 


royal 12mo. volume, extra cloth. $1 25. 


Second and-revised edition. In one neat 


(Just issued.) ' 


es 


Henry C. Lea’s Pusrtcations—( Diseases of the Skin). 


WSN (ERASMUS), F-R.S, 


ON DISEASES OF THE SKIN. 
and enlarged English edition. 
cloth. $4 50. Also— 


A SERIES OF PLATES ILLUSTRATING “WILSON ON: DIS- 
EASES OF THE SKIN;” consisting of twenty beautifully executed plates, of which thir- 
teen are exquisitely colored, presenting the Normal Anatomy and Pathology of the Skin, 
and embracing accurate representations of about one hundred varieties of disease, most of 
them the size of nature. Price, in extra cloth, $5 50. 

Also, the Text and Plates, bound in one handsome volume, extra cloth. Price $9 50. 


This classical work has for twenty years occupied the position of the leading authority on cuta- 
neous diseases in the English language, and the industry of the author keeps it om a level with the 
advance of science, in the frequent revisions which it receives at his hands. The large size of the 
volume enables him to enter thoroughly into detail on all the subjects embraced in it, while its 
very moderate price places it within the reach of every one interested in this department of practice. 
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The sixth American, from the fifth 


In one large octavo volume of nearly 700 pages, extra 


Such a work as the one before us is a most capital 
and acceptable help. Mr. Wilson has long been held 
as high authority in this department of medicine, and 
his book on diseases of the skin has long been re- 
garded as one of the best text-books extant on the 
subject. The present edition is carefully prepared, 
and brought up in its revision to the present time. In 
this edition we have also included the beautiful series 
of plates illustrative of the text, and in the last edi- 
tion published separately. There are twenty of these 
plates, nearly all of them colored to nature, and ex- 
hibiting with great fidelity the various groups of 
diseases treated of in the body of the work.—Cin- 
cinnati Lancet, June, 1863. 


No one treating skin diseases should be without 
a copy of this standard work.— Canada Lancet. 
August, 1863-7 


Y THE SAME AUTHOR. 


EASES OF THE SKIN. 


This new class-book will be admirably adapted to 
the necessities of students.—Lancet. 


“PY THE SAME AUTHOR. 


We can safely recommend it to the profession as 
the best work on the subject now in existence in 
the English language.—WMedical Times and Gazette. 


Mr. Wilson’s volume is an excellent digest of the 
actual amount of knowledge of cutaneous diseases; 
it includes almost every fact or opinion of importance 
connected with the anatomy and pathology of the 
skin.—Brilish and Foreign Medical Review. 


These plates are very accurate, and are executed 
with an elegance and taste which are highly creditable 
to the artistic skill of the American artist who executed 
them.—St. Louis Med. Journal. 

The drawings are very perfect, and the finish and 
coloring artistic and correct; the volume is an indis- 
pensable companion to the book it illustrates and 
completes.—Charleston Medical Journal. 


THE STUDENT’S BOOK OF CUTANEOUS MEDICINE and Dis- 


In one very handsome royal 12mo. volume. $3 50. 


(Now Ready.) 


Thoroughly practical in the best sense.—Brit. Med. 
Journal. 


HEALTHY SKIN; a Popular Treatise on the Skin and Hair, their 


Preservation and Management. One vol. 12mo., pp. 291, with illustrations, cloth. $1 00 


ELIGAN (J. MOORE), M.D. V.R.I.A, 


A PRACTICAL TREATISE ON DISEASES OF THE SKIN. 
Fifth American, from the second and enlarged Dublin edition by T. W. Belcher, M.D. 
In one neat royal 12mo. volume of 462 pages, extra cloth. $2 25. (Just Issued.) 


Of the remainder of the work we have nothing be-| This instructive little volume appears once more. 
yond unqualified commendation to offer. It is so far | Since the death of its distinguished author, the study 
the most complete one of its size that has appeared, | of skin diseases has been considerably advanced, and 


- and for the studént there cau be none which can com-| the results of these investigations have been added 


pare with it“in practical value. 


All the late disco-| by the present editor to the original work of Dr. Neli- 
veries in Dermatology have been duly noticed, and|gan. This, however, has not so far increased its bulk 
their value justly estimated; in a word, the work is|as to destroy its reputation as the most convenient 

_ fully up to the times, and is thoroughly stocked with | manual of diseases of the skin that can be procured 
most valuable information New York Med, Record, ee the student.—Chicago Med. Journal, Dec. 1866. 


Jan. 15, 1867. 
2 BY THE SAME AUTHOR. 


ATLAS OF CUTANEOUS DISEASES. 


In one beautiful quarto 


volume, with exquisitely colored plates, &c., presenting about one hundred varieties of 


disease. Extra cloth, $5 50. 

The diagnosis of eruptive disease, however, under 
all circumstances, is very difficult. Nevertheless, 
~ Dr. Neligan has certainly, ‘‘as far as possible,’-given 
a faithful and accurate representation of this class of 

diseases, and there can be no doubt that these plates 
will be of great use to the student and practitioner in 
_ drawing a diagnosis as to the class, order, and species 
to which the particular case may belong. While 
ooking over the ‘‘Atlas’’ we have been induced to 
examine also the ‘‘Practical Treatise,” and we are 
inclined to consider it a very superior work, com- 
' pining accurate verbal description with sound views 


([[ILLinr (THOMAS), U.D.,— 


SARS fe 


(Just Issued.) 


of the pathology and treatment of eruptive diseases. 
It possesses the merit of giving short and condensed 
descriptions, avoiding the tedious minuteness of 
many writers, while at the same time the work, as 
its title implies, is strictly practical.—Glasgow Med. 
Journal. ; 

A compend which will very much aid the practi- 
tioner in this difficult branch of diagnosis. Taken 
with the beautiful plates of the Atlas, which are re- 
markable for their accuracy and heauty of coloring, 
it constitutes a very valuable addition to the library 
of a practical man.—Buffalo Med. Journal. 


Physician to the Skin Department of University College Hospital, &e. 


HAND-BOOK OF SKIN DISEASES, for Students and Practitioners. 
In one neat royal 12mo. volume of about 300 pages, with two plates; extra cloth, $2 25, 
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Henry 0. Lea’s Pusnications—(Diseases of Children). 


(JONDIE (D. FRANCIS), M.D. 


A PRACTICAL TREATISE ON 


THE DISEASES OF CHILDREN. 


Fifth edition, revised and augmented. In one large octavo volume of over 750 closely- 


printed pages, extra cloth. $4 50. 


Dr. Condie’s scholarship, acumen, industry, and 
practical sense are manifested in this, as in all his 
numerous contributions to science.—Dr, Holmes’ s 
Report to the American Medical Association. 


Taken as a whole, in our judgment, Dr. Condie’s 
treatise is the one from the perusal of which the 
practitioner in this country will rise with the great- 
ast satisfaction. — Western Jowrnal of Medicine and 
Surgery. 

In the department of infantile therapeutics, the work 
of Dr. Condie is considered one of the best in the Eng- 
lish language.—Zhe Stethoscope. 

As we said before, we do not know of a better book 
on Diseases of Children, and to a large part of its re- 
commendations we yield an unhesitating concurrence. 
—Buffalo Medical Journal. 

The work of Dr. Condie is unquestionably a very 
able one. Itis practical in its character, as its title 
imports; but the practical precepts recommended in 


it are based, as all practice should be, upon a familtar 
knowledge of disease. The opportunities of Dr. Con- 
die for the practical study of the diseases of children 
have been great, and his work is a proof that they have 
not been thrown away. He has read much, but ob- 
served more; and we think that we may safely say 
that the American student cannot find, in his own 
language, a better book upon the subject of which it 
treats.—Am. Journal Medical Sciences. 


We pronounced the first edition to be the best work 
on the diseases of children iu the English language, 
and, notwithstanding all that has been published, we 
still regard it in that light.—Medical Examiner. 


The value of works by native authors on the dis- 
eases which the physician is called upon to combat 
will be appreciated by all, and the work of Dr. Con- 
die has gained for itself the character of a safe guide 
for students, and a useful work for consuliation by 


those engaged in practice.—W. Y. Med. Times. 


WEST (CHARLES), Ut.D. 


Physician to the Hospital for Sick Children, &e. 


LECTURES ON THE DISEASES 
HOOD. Fourth American from the fifth revised and enlarged English edition. 
large and handsome octavo volume of 656 closely-printed pages. 


leather, $5 50. (Just ¢tsswed.) 


OF INFANCY AND CHILD- 


In one 
Extra cloth, $4 50; 


- This work may now fairly claim the position of a standard authority and medical classic. Five 
editions in England, four in America, four in Germany, and translations in French, Danish, 
Dutch, and Russian, show how fully it has met the wants of the profession by the soundness of its 
views and the clearness with which they are presented. Few practitioners, indeed, have had the 
opportunities of observation and experience enjoyed by the Author. In his Preface he remarks, 
‘«The present edition embodies the results of 1200 recorded cases and of nearly 400 post-mortem 
examinations, collected from between 30,000 and 40,000 children, who, during the past twenty- 
six years, have come under my care, either in public or in private practice.’? The universal favor 
with which the work has been received shows that the author has made good use of these unusual 


advantages. 


Of all the English writers on the diseases of chil- 
dren, there is no one-so entirely satisfactory to us as 
Dr. West. For years we have held his opinion as 
judicial, and have regarded him as one of the highest 
living authorities in the difficult department of medi- 
cal science in which he is most widely known. His 
writings are characterized by a sound, practical-com- 


mon sense, at the same time that they bear the marks | 


of the most laborious study and investigation. We 
commend it to all as a most reliable adviser on many 
occasions when many treatises on the same subjects 
will utterly fail to help us. It is supplied with a very 
copious general index, and a special index to the for- 
mulz scattered throughout the work.—Boston Med, 
and Surg. Journal, April 26, 1866, ' 

Dr. West’s volume is, in our opinion, incomparably 
the best authority upon the maladies of children 
that the practitioner can consult. Withal, too—a 
minor matter, truly, but still not one-that should be 
neglected—Dr. West’s composition possesses a pecu- 
liar charm, beauty and clearness of expression, thus 
affording the reader much pleasure, even independent 
of that which arises from the acquisition of valuable 
truths.—Ctncinnati Jour: of Medicine, March, 1866. 

We have long regarded it as the most scientific and 
practical book on diseases of children which has yet 
appeared in this country.— Buffalo Medical Journal. 


Dr. West’s book is the best that has ever been 
written in the English language on the diseases of 


infancy and ¢hildhood.—Colwmbus Review of Id. 
and Surgery. 


To occupy in medical literature, in regard to dis- 
eases of children the enviable position which Dr. 
Watson’s treatise does on the diseases of adults is 
now very generally assigned to our author, and his 
book is in the hands of the profession everywhere as 
an original work of great value.—Md. and Va. Med. 
‘and Surg, Journal. ; 


Dr. West’s works need no recommendation at this 
date from any hands. The volume before us, espe- 
cially, has won for itself a large and well-deserved 
popularity among the profession, wherever the Eng- 
lish tongue is spoken. Many years will elapse before 
it will be replaced in public estimation by any similar 
treatise, and seldom again will the same subject be 
discussed in a clearer, more vigorous, or pleasing 
style, with equal simplicity and power.—Charleston 
Med. Jour. and Review. 

There is no part of the volume, no subject on which 
it treats which does not exhibit the keen perception, 
the clear judgment, and the sound reasoning of the 
author. It will be found a most useful guide to the 
young practitioner, directing him in his management 
of children*sdiseases in the clearest possible manner, 
and enlightening him on many a dubious pathological 
point, while the older one will find in it many a sug- 
gestion and practical hint of great value.—Brit. Am. 
Med. Journal. é ed acm 


WEES (WILLIAM P.), M.D., 


DE 


Late Professor of Midwifery, &c., in the University of Pennsylvania, &e. 


A TREATISE ON THE PHYSICAL AND MEDICAL TREAT- 
MENT OF CHILDREN. Eleventh edition, with the author’s last improvements and cor- 
rections. In one octavo volume of 548 pages. $2 80. 


a ae 


Henry C. Lua’s Pusticartons—(Diseases of Women). 
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MEG (CHARLES D.), M. D., 


Late Professor of Obstetrics, &c. in Jefferson Medical College, Philadelphia. 


WOMAN: HER DISEASES AND THEIR REMEDIES. A Geries 


of Lectures to his Class. 


is fully attested by the fact of its having reached its 
fourth edition in a period of less than’ twelve years. 
Its value has been much enhanced by many impor- 
tant additions, and it contains a fund of useful in- 
formation, conveyed in an easy and delightful style. 
Every topic discussed by the author is rendered so 
plain as to be readily understood by every student: 


and, for our own part, we cousider it not only one of | 
the most readable of books, but one of priceless value | 


to the practitioner engaged in the practice of those 
diseases peculiar to females.—N. Am. Med.-Chir. Re- 
vrew. 


: Fourth and Improved edition. 
printed octavo volume of over 700 pages, extra cloth, $5 00; 


That this work has been thoroughly appreciated | 
by the profession of this country as well as of Europe, | 


| pages, conveyed in a pleasing style. 


In one large and beautifully 
leather, $6 00. 
mend with great pleasure a much improved edition 
of a work in which we saw little room for improve- 
ment.—WNashville Medical Journal. 

We greet this new edition of Dr. Mrras’ work on 
woman with much pleasure, and commend it to the 


| profession, especially to the younger members, who 


may receive much valuable instruction from its 
The teaching 
throughout the work reflects the highest credit upon 
the head and heart of the author.—Chicago Medical 
Journal. 

The rules of the art here described, the obstetrical 
opinions here expressed, the general directions and 


‘ advice given and suggested, are, beyond any cavil, 

We read the book and find him more—an original | unexceptionably sagacious and prudent. They are 
thinker, an eloquent expounder, and a thorough | founded on a large practice, have been tested by a 
practitioner. The book is but twelve years old, but | longexperience, and come from lips to whose teach- 
it has been so much appreciated by the profession | ing thousands have listened for many years, and 
that edition after edition has been demanded, and | never without profit.—Charleston Med. Journal and 
now the fourth is on the table by us. We recom-! Review. 


BY THE SAME AUTHOR. 
ON THE NATURE, SIGNS, AND TREATMENT OF CHILDBED 


FEVER. Ina Series of Letters addressed to the Students of his Class. In one handsome 
octavo volume of 365 pages, extra cloth. $2 00. 


HURGHILE (FLEEPWOOD), M. D., M. R. 1. A. 


ON THE DISEASES OF WOMEN;; including those of Pregnancy 
and Childbed. A new American edition, revised by the Author. With Notes and Additions, 
by D. Francis Conpiz, M. D., author of ‘‘ A Practical Treatise on the Diseases of Chit- 
dren.”? With numerous illustrations. In one large and handsome octavo volume of 768 
pages, extra cloth, $4 00; leather, $5 00. 

: From the Author’s Preface. 

In reviewing this edition, at the request of my American publishers, I have inserted several 
nei sections and chapters, and I have added, I believe, all the information we have derived from 
recent researches; in addition to which the publishers have been fortunate enough to secure the 


services of an able and highly esteemed editor in Dr. Condie. 


As an epitome of all that is known in this depart- 
ment of medicine, the-book before us is perhaps the 
fullest and most valuable in the English language. 
—Dublin Medical Press. 

It was left for Dr. CaurcHILL to gather the scat- 
tered facts from their various sources, and reduce 
them to a general system. This he has done witha 
masterly hand in. the volume now before us; in 

- which, to the results of his own extensive observa- 
_ tion, he hds added the views of all British and for- 
eign writers of any note; thus giving us in a com- 
plete form, all that is known upon this subject at the 


QY THE SAME AUTHOR. : : 


present day. To Dr. CHurcuHrIvLL, then, are the pro- 
fession deeply indebted for supplying them with so 
great a desideratum—the achievement of which de- 
servedly entitles his name, already intimately asso- 
ciated with the diseases of women, torank very high 
as anauthority upon this subject. We would briefly 
characterize it as one of the most useful which has 
issued from the press for many years. To allit bears 
its own recommendation; and will be found to be 
invaluable to the student as a text-book, no less than 
as a compendious work of reference to the qualified 
practitioner.—Glasgow Med. Journal. 


ESSAYS ON THE PUERPERAL FEVER, AND OTHER DIS8- 
- BASES PECULIAR TO WOMEN. Selected from the writings of British Authors previ- 
ous to the close of the Eighteenth Century. In one neat octavo volume of about 450 


Seca pages, extra cloth. $2 50. 
| PHOMAS (T. GAILLARD), I, D., 


Professor of Obstetrics, &e. in the College of Physicians and Surgeons, N. Y., &e, 


A COMPLETE PRACTICAL TREATISE ON THE DISEASES OF 


“FEMALES. In one large and handsome octavo volume, with illustrations. (Preparing.) 


- RROWN (ISAAC BAKER), U.D. 


$1 60. 


EASES PECULIAR TO WOMEN. Illustrated by 
Gases derived from Hospital and Private Practice. 
‘Third American, from the Third and revised Lon- 
don edition. In one octavo volume, extra cloth, 
of 528 pages. $3 50. - 
RIGBY ON THE CONSTITUTIONAL TREATMENT 
OF FEMALE DISEASES. In one neat royal 12mo. 
volume, extra cloth, of about 250 pages. $1 00. ~ 


ae 


ASHWELL’S PRACTICAL TREATISE ON THE DIS- 


ON SOME DISEASES OF WOMEN ADMITTING OF SURGICAL 
TREATMENT. With handsome illustrations. 


One volume 8vo., extra cloth, pp. 276. 


DEWEES’S TREATISE ON THE DISEASES OF FE- 
MALES. With illustrations. Dleventh Edition, 
with the Author’s last improvements and correc- 
tions. In one octavo volume of 536 pages, with — 
plates, extra cloth, $3 00. 

COLOMBAT DE L’ISERE ON THE DISEASES OF 
FEMALES. Translated by C.D. Metes, M.D. Se- 
cond edition. In one vol. Svo, extra cloth, with 
numerous wood-cuts, pp. 720. $3 75. 
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JonGe (HUGH L.), M.D. 


Henny C. Lea's Pustrcatrons—( Diseases of Women). 


Sh Oh 


ON DISEASES PECULIAR TO WOMEN; including Displacements 


of the Uterus. With original illustrations. * In one beautifully printed octave volume of 


nearly 500 pages, extra cloth, $3 75. 

Indeed, although no part of the volume is not emi- 
nontly deserving of perusal and study, we think that 
the nine chapters devoted to this subject are espe- 
Sally so, and we know of no more valuable mono- 
graph upon the symptoms, prognosis, and manage- 
mont of these annoying maladies than is constituted 
by this part of the work. We cannot but regard it as 
one of the most original and most practical works of 


W287 (CHARLES), M. dD. 


YO 


Ss 


WA 


the day—one which every accoucheur and physician 
should most earefally read: for we are persnaded 
that he will arise from its perusal with new ideas, 
which will induet him into ® more rational practica 
in regard to many a suffering female who may have 
placed her health in his hands. —British American 
Journal, Feb. 1861, 


LECTURES ON THE DISEASES OF WOMEN, Second American, 


from the second London edition. 
eloth. $3 35. 


We have thus embodied, in this series of lectures, | 
one of the most valuable treatises on the diseases of 
the famale sexual system uneoonnected with gesiation, 
in ourtanguaga, aad one which cannot fail, from the 
Ircid manner in which the various subjects have 
Deon treated, and the carefal discrimination used ta 
dealing only with facts, to recommend the volume to 
therearefal study of every practitioner, as adfording 
his saiest guides to practice within our Knowledge, 
We hare seldom perused a Work ofa more thoroughly 
practical character than the one before us. Every 
PAge teems with the most trathfal and aceurate jafor 
mation, and we certainly do not know of any other 
work from whieh the physician, in active practice, 
ean More readily obtain advice of the soundest cha- 
racter upon the peouliar diseases whieh have been 
made the subject af elucidation. —Brition dm. Med. . 
Jorrral, 


We return the author our grateful thanks for the 
wast amount of instraction he has aiforded us. His 
Yalnable treatise needs no onlogy on our part, His 
graphie dietion and truthfal pictures of disease all 
Speak for themselves — Mavieo-Chiruryg, Review, 

Most justly esteomed a standard work... . . Tt 
dears evidence of having deen carefully revised, and 
is well worthy of the fame it has already obtained. 
—Dad Med, Quar, Jour. 


Br THE SANE AUTHOR. 


In one neat octavo volume of about 500 pages, extra 


As a writer, Dr. West stands, in our opinion, se- 
cond only te Watson, the ‘Macaulay of Medicine ;"’ 
he possesses that happy faeulty of clothing instrac- 
tion in easy garments; combining pleasure with 
profit, he leads his pupils, in spite of the ancient pro- 
verb, along a royal road to learning. His work is one 
which will not satisfy the extreme on either side, but 
itis one that will please the great majority who are 


, Seeking truth, and one that will convince the student 


that he has committed himself to a candid, safe, and 
valuable guide.—N. A, Med.-Chtrurg Review. 


We must now conelude this hastily written sketeh 
with the confident assurance to our readers that the 
work will well repay perusal, The conscientiogs, 
painstaking, practical physician ts apparent on every 
page. — NV. Y. Journal ey Medicine. 


We have to say of it, briefly and decidedly, that it 
is the best work on the subject in any language, and 
that it stamps Dr. West as the fucile princeps of 
British obstetric authors. —Fdindurgh Med. Journal, 


We gladly recommend his lectures as in the highest 
egree instrective to all who are interested iu ob- 
stetrie practice. —Loadon, Lancet. 


We know of no treatise of the Kind so complete, 
and yet so compact. —Chicage Med. Journal, 


AN ENQUIRY INTO THE PATHOLOGICAL IMPORTANCE OF 
ULCERATION OF THE OS UTERI. In one neat octave volume, extra cloth. $1 25. 


IMPSON (SIR JAMES Y., M.D. 


CLINICAL LECTURES ON THE DISEASES OF WOMEN. With 
numerous illustrations, Th one handsome oetave volume of over 500 pages, extra cloth. $4. 

The principal topics embraced in the Leotures are Vesico- Vaginal Fistula, Cancer of the Uteres, 
Treatment of Carcinoma by Causties, Dysmenorrhea, Amenorrhea, Closures, Contractions, &e., 


of the Vagina, Vulvitis, Causes of Death after Surgical 0 
Delens, Coveyodinia, Pelvic Cellulitis, Pelvie Hematoma, 


tions, Surgical Fever, Phlegmasia 
puriows Pregnancy, Ovarian Dropsy, 


Qvariotamy, Cranioelasm, Diseases of the Fallopian Tubes, Puerperal Mania, Sub-Inyolution and 


Super-Involution af the Uterus, de. de. 


ENNET (HENRY), &. D. 


A PRACTICAL TREATISE ON INFLAMMATION OF THE. 
UTERUS, TTS CRRVIX AND APPENDAGES, and on its conneetion with Uterine Dis- 


. 


ease. Sixth Amerioan, from the fourth and revised English edition, “In one octave volume 


of about 500 pages, extra cloth, $3 75. 


Daring the past hyo years, this 
in its present state 


Indeed, the entire volume is so replete with infor 
mation, te all appearance so periket In its details, that 
We contd scarcely have thought another page or para- 
_ Was required for the fall deseription af all that 

is now Keown with regard to the diseases unger con- 
Sideration if we had not been so Indirmed by the au- 


Y THE SAME AUTHOR, 


A REVIEW OF THE PRESENT STATE OF 
LOGY. In one small oviavo volume, extra cloth. 50 cants. 


From the Author's Preface. a ; 
~ 4 are of former labors ~ deen my principal oeeupati 
® work may be considered to embody the matured experience 
years [have devoted to the study of uterine disease. at 


(Recently Issued.) 


and 
the many 


thor. To speak of it except in vere OF the highest 

approval would de impossible, and we gladly avail 

Se apne the pee ee awe yeconnwend 
unqualified manner 

Dublin Med. Press. peal 


\ 
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Henry C. LEa’s Pusuications—(Midwifery). 


HOPGe (HUGH L.), u.D., 


Late Professor of Midwifery, &e, in the University of Pennsylwania, &c. 


THE PRINCIPLES AND PRACTICE OF OBSTETRICS. 


trated with large lithographic pl 


quarto volume of 550 double-column 
ly published.) 


Tlus- 


ate ates containing one hundred and fifty-nine figures from 
original photographs, and with numerous wood-cuts. g ‘i 


In one large and beautifully printed 


ed pages, strongly bound in extra cloth, $14. (Late 


From THE AuTHOR’s PREFACE. 
“Influenced by these motives, the author has, in this volume, endeavored to present 
not simply his own opinions, but also those of the most distinguished authorities in 
the profession; so that it may be considered a digest of the theory and practice of 


Obstetrics at the present period.” 


In carrying out this design, the ample space afforded by the quarto form has enabled the author 


to enter thoroughly into all details, and in combining the 


results of his long experience and study 


with the teachings of other distinguished authors, he cannot fail to afford to the practitioner what- 
ever counsel and assistance may be required in doubtful cases and emergencies. 


A distinguishing feature of the work is the profuseness of its illustrations. 


The lithographic 


plates are all original, and, to insure their accuracy, they have been copied from photographs taken 


expressly for the purpose. 
scattered through the text, so that all 
illustrations. 


Besides these, a very full series of engravings on wood will be found 
the details given by the author are amply elucidated by the 
It may be added that no pains or expense have been spared to render the mechanical 


execution of the work in every respect worthy of the character and value of the teachin gs it contains. 
*y* Specimens of the plates and letterpress will be forwarded to any address free by mail on 


receipt of six cents in postage stamps. 


The work of Dr. Hodge is something more than a 
simple presentation of his particular views in the de- 
partment of Obstetrics; it is something more than an 
ordinary-treatise on midwifery; itis, in fact, a cyclo- 
pedia of midwifery. He has aimed to embody in a 
single volume the whole science and art of Obstetrics. 
An elaborate text is combined with accurate and va- 


- ried pictorial illustrations, so that no fact or principle 


is left unstated or unexplained.—Am. Med. Times, 
Sept. 3, 1864. 

We should like to analyze the remainder of this 
excellent work, but already has this review extended 
beyond our limited space. We cannot conclude this 
notice without referring to the excellent finish of the 
work. In typography it is not to be excelled; the 
paper is superior to what is usually afforded by our 
American cousins, quite equal to the best of English 
books. The engravings and lithographs are most 
beautifully executed. The work recommends itself 
for its originality, and is in every way a most valu- 
able addition to those on the subject of obstetrics.— 
Canada Med. Journal, Oct. 1864. 


It is very large, profusely and elegantly illustrated, 
and is fitted to take its place near the works of great 
obstetricians. Of the American works on the subject 
itis decidedly the best.—Edinb. Med. Jour., Dec. 64. 


We have examined Professor Hodge’s work with 
great satisfaction; every topic is elaborated most 
fully. The views of the author are comprehensive, 
and concisely stated. The rules of practice are judi- 
cious, and will enable the practitioner to meet every 
emergency of obstetric complication with confidence. 
—Chicago Med. Journal, Aug. 1864. 


More time than we have had at our disposal since 
we received the great work of Dr. Hodge is necessary 
to do it justice. It is undoubtedly by far the most 
original, complete, and carefully composed treatise 
on the principles and practice of Obstetrics which has 
ever been issued from the Américan press.—Pacifie 
Med. and Surg. Journal, July, 1864. 


We have read Dr. Hodge’s book with great plea- 
sure, and have much satisfaction in expressing our 
commendation of itasa whole. It is certainly highly- 
instructive, and in the main, we believe, correct. The 
great attention which the author has devoted to the 
mechanism of parturition, taken along with the con- 
clusions at which he has arrived, point, we think, 
conclusively to the fact that, in Britain at least, the 
doctrines of Naegele have been too blindly received. 
—Glasgow Med. Journal, Oct. 1864. 


MONTGOMERY (W. F.), UD. 


Professor of Midwifery in the King’s and Queen's College of Physicians in Ireland. 


AN EXPOSITION OF THE SIGNS AND SYMPTOMS OF PREG- 
“NANCY. With some other Papers on Subjects connected with Midwifery. From the second 
and enlarged English edition. With two exquisite colored plates, and numerous wood-cuts. 

In one very handsome octavo volume of nearly 600 pages, extra cloth. $3 75. 


VfILLER (HENRY), uD, 


Professor of Obstetrics and Diseases of Women and Children in the University of Louisville. 


- PRINCIPLES AND PRACTICE OF OBSTETRICS, &c.; including 


the Treatment of Chronic Inflammation of the Cervix and Body of the Uterus considered 


as a frequent cause of Abortion. 


With about one hundred illustrations on wood. In one 


very handsome octavo volume of over 600 pages, extra cloth. $3 75. 


_RIGBY’S SYSTEM OF MIDWIFERY. With Notes 
and Additional Illustrations. Second American 
edition. One volume octavo, extra cloth, 422 pages. 


- $2 50. 


DEWEES’S COMPREHENSIVE SYSTEM OF MID- 
WIFBRY. Illustrated by occasional cases and 
many engravings. . Twelfth edition, with the au- 
thor’s last improvements and corrections. In one 
octavo volume, extra cloth, of 600 pages. $3 50. 
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Lately Professor of Obstetrics,2&c., in the 


MEIGS (CHARLES D.), M.D., 


Jefferson Medical College, Philadelphia. 


OBSTETRICS: THE SCIENCE AND THE ART. Fifth edition, 


revised. 
volume of 760 large pages. Extra cloth, 


With one hundred and thirty illustrations. ) 
$5 50; leather, $6 50. 


In one beautifully printed octayo 
(Now ready.) 


From THE AUTHOR’S PREFACE. 


I tender to my medical brethren a new and 


improved edition of my work on Midwifery, for 


the success of which I am so greatly indebted to them. 
As this is probably the last occasion I shall have to endeayor to make the book better for 
instruction than ever it was before, so have I felt constrained to carefully revise every one of its 


paragraphs, that I might leave it in a condition 

We have, therefore, great satisfaction in bringing 
under our readers’ notice the matured views of the 
highest American authority in the department to 
which he has devoted his life and talents. They com- 
prise not only the ‘‘fruit of many years of painful toil 


in the acquisition of clinical experience and know- | 
ledge,’ but they contain also the evidences of an | 


extended acquaintance with European medical lite- 
rature, both continental and British. This feature, 


more worthy to be offered to my brethren. 


together with the elevation of tone and eloquence in 
style often exhibited by the author, constitute no 
slight merit in works on the subjects with which the 
author is here oceupied.—London Med. Gazete. 

We have made a somewhat careful examination of 
this new edition of the Science and the Art of Obstet 
ries, and are satisfied that there is no better or more 
useful guide to the educated practitioner.—Vew Or- 
| leans Monthly Med. Register. 


PRAUSBOTHAM (FRANCIS #.), M.D. 
THE PRINCIPLES AND PRACTICE OF OBSTETRIC MEDI- 


CINE AND SURGERY, in reference to the Process of Parturition. 
edition, thoroughly revised by the author. 
Professor of Obstetrics, &c., in the Jefferson Medical College, Philadelphia. 


A new and enlarged 
With additions by W. V. Kearine, M. D., 
In one large 


and handsome imperial octayo volume of 650 pages, strongly bound in leather, with raised 
bands; with sixty-four beautiful plates, and numerous wood-cuts in the text, containing in 


all nearly 200 large and beautiful figures. 


We will only add that the student will learn from | 


it all he need to know, and the practitioner will find 
it, as a book of reference, surpassed by none other.— 
Siethoscope. 


The character and merits of Dr. Ramsbotham’s 


work are so well known and thoroughly established, | 


that comment is unnecessary and praise superfluous, 
The illustrations, which are numerous and accurate, 
are executed in the highest style of art. We cannot 
too highly recommend the work to our readers.—Sf. 
Louis Med. and Surg. Journal. : 


(QHURCHILL (FLEETWOOD), Mt. 


$7 00. 

To the physician’s library it is indispensable, while 
to the student, as a text-book, from which to extract 
| the material for laying the foundation of an education 
| on obstetrical science, it has no superior.—Okio Med. 
| and Surg. Journal. 

When we call to mind the toil we underwent in 
| acquiring a knowledge of this subject, we cannot bué 
envy the student of the present day the aid which 
| this work will afford him.—dm. Jour. of the Med. 

| Seiences. 

l 


D., M.R.T. A. 


ON THE THEORY AND PRACTICE OF MIDWIFERY. A new 


_ American from the fourth revised and enlarged London edition. 


With notes and additions 


by D. Francis Conpiz, M. D., author of a ‘‘Practical Treatise on the Diseases of Chil- 


dren,’’ &c. With one hundred and ninety-four illustrations. 
Extra cloth, $4 00; leather, $5 00. 


volume of nearly 700 large pages. 


In one very handsome octayo 


In adapting this standard favorite to the wants of the profession in the United States, the editor 
has endeavored to insert everything that his experience has shown him would be desirable for the 


American student, including a large number of illustrations. 


With the sanction of the author, 


he has added, in the form of an appendix, some chapters from a little ‘‘Manual for Midwives and 
Nurses,’’ recently issued by Dr. Churchill, believing that the details there presented can hardly 


fail to prove of advantage to the junior practitioner. 


The result of all these additions is that the 


work now contains fully one-half more matter than the last American edition, with nearly one- 
half more illustrations; so that, notwithstanding the use of a smaller type, the volume contains 


almost two hundred pages more than before. 


No effort has been spared to seetre an improvement in the mechanical execution of the work 
equal to that which the text has received, and the volume is confidently presented as one of the 
handsomest that has thtis far been laid before the American profession; while-the very low price 
at which it is offered should secure for it a place in every lecture-room and on every Office table. 


These additions render the work still more com- 
plete and acceptable than ever; and with the excel- 
lent style in which the publishers have presented 
this edition of Churchill, we ean commend it to the 
profession with great cordiality and pleasure.—Cin- 
annati Lance. 

Few works on this branch of medical science are 
equal to it, certainly none excel it, whether in regard 
to theory or practice, and in one respect it is superior 
to all others, viz., in its statistical information, and 
therefore, on these grounds a most valuable work for 
the physician, student, or lecturer, all of whom will 
find in it the information which they are seeking — 
Brit. Am. Journal. 


The present treatise is very much enlarged and 


amplified beyond the previous editions but nothing 


has been added which could be well dispensed with. 
An examination of the table of contents shows how 
thoroughly the author has gone over the ground, and 
the care he has taken in the text to present the sub- 
jects in all their bearings, will renderthis new edition 
even more necessary to the obstetric student than 
were either of the former editions at the date of their 
appearance. No treatise on obstetries with which we 
are acquainted can compare favorably with this, in 
respect to the amount of material which has been 
porta] from every source.—Boston Med. and Surg. 
ournal. peli: 


There is no better text-book for students, or work 
of reference and study for the practising physician 


than this. It should adorn and enrich every medical ~ 


library.—Chicago Med. Journal. 


Huyry C. Lea’s Pusricarrons—( Surgery). 


GROSS (SAMUEL D.), M.D, 


Professor of Surgery in the Jefferson Medical College of Philadelphia. 
A SYSTEM OF SURGERY: Pathological, Diagnostic, Therapeutic, 


and Operative. Illustrated by upwards of Thirteen 
carefully revised, and improved. In two large 


of 2200 pages, 


The continued favor, shown by the exh 
proves that it has successfully supplied a w 
but little over six years have el 


proved shape. By the use of a close, 
matter is condensed in its pages, 
oetavos. 
renders it one of the cheapest works 


said to have in it a surgical library. 


It must long remain the most comprehensive work 
on this important part of medicine.—Boston Medical 
and Surgical Journal, March 23, 1865. 


We have compared it with most of our standard 
works, such as those of Erichsen, Miller, Fergusson, 
Syme, and others, and we must, in justice to our 

_suthor, award it the pre-eminence. As a work, com- 
plete in almost every detail, no matter how minute 
or trifling, and embracing every subject known in 
the principles and practice of surgery, we believe it 
stands without a rival. Dr. Gross, in his preface, re- 
marks ‘‘my aim has been to embrace the whole do- 
main of surgery, and to allot to every subject its 
legitimate claim to notice; and, we assure our 
readers, he has kept his word. Itisa work which 
We can most confidently recommend to our brethren, 
for its utility is becoming the more evident the longer 
it is upon the shelves of our library.—Canada Med. 
Journal, September, 1865. 


The first two editions of Professor Gross’ System of 
Surgery are so well known to the profession, and so 
highly prized, that it would be idle for us to speak in 
praise of this work.— Chicago Medical Journal, 
September, 1865. 

We gladly indorse the favorable recommendation 
of the work, both as regards matter and style, which 
we made when noticing its first appearance.— British 
and Foreign Medico-Chirurgical Review, Oct. 1865. 

The most complete work that has yet issued from 
the press_on the science and practice of surgery.— 
London Lancet. 


This system of surgery is, we predict, destined to 
take a commanding position in our surgical litera- 
ture, and be the crowning glory of the author’s well 
earned fame. As an authority on general surgical 
subjects, this work is long to occupy a pre-eminent 

lace, not only at home, but abroad. We have no 

esitation in pronouncing it without a rival in our 
language, and equal to the best systems of surgery in 
any language.—W. Y. Med. Journal. 

Not only by far the best text-book on the subject, 
as a whole, within the reach of American students, 
put one which will be much more than ever likely 
to be resorted to and regarded asa high authority 


_ a&broad.—Am. Journal Med, Sciences, Jan. 1865. 


The work contains everything, minor:and major, 
erative and diagnostic, including mensuration and 
“examination, venereal diseases, and uterine manipu- 
lations and operations. It is a complete Thesaurus 
of modern surgery, where the student. and practi- 
ot 


BY THE SAME AUTHOR. 


hundred pages, extra cloth. $4 00. 


strongly bound in leather, with raised bands. 


Hundred Engravings. Fourth edition, 
and beautifully printed royal octavo volumes 
$15 00. 


austion of successive large editions of this great work, 
ant felt by American practitioners and students. Though 


it | y apsed since its first publication, it has already reached its fourth 
edition, while the care of the author in its revision and correction ha. 


s kept it in a constantly im- 


though very legible type, an unusually large amount of 
¢ the two volumes containing as much as four or five ordinary 
This, combined with the most careful mechanical execution, and its very durable binding, 
accessible to the profession. 
to the domain of surgery is treated in detail, so that the student 


Every subject properly belonging 
who possesses this work may be 


tioner shall not seek in-vain for what they desire.— 
San Francisco Med. Press, Jan. 1865. 


Open it where we may, we find sound practical in- 
formation conveyed in plain language. This book is 
no mere provincial or even national system of sur- 
gery, but a work which, while very largely indebted 
to the past, has a strong claim on the gratitude of the 
future of surgical science.—Hdinburgh Med. Journal, 
Jan. 1865. 


A glance at the work is sufficient to show that the 
author and publisher have spared no labor in making 
it the most complete ‘System of Surgery’’ ever pub- 
lished in any country.—St. Lowis Med. and Surg. 
Journal, April, 1865, 


The third opportunity is now offered during our 
editorial life to review, or rather to indorse and re- 
commend this great American work on Surgery. 
Upon this last edition a great amount of labor has 
been expended, though to all others except the author 
the work was regarded in its previous editions as so 
full and complete as to be hardly capable of improve- 
ment. Every chapter has been revised; the text aug- 
mented by nearly two hundred pages, and a con 
siderable number of wood-cuts have been introduced. 
Many portions have been entirely re-written, and the 
additions made to the text are principally of a prae 
tical character. This comprehensive treatise upon 
surgery has undergone revisions and enlargements, 
keeping pace with the progress of the art and science 
of surgery, so that whoever is in possession of this 
work may consult its pages upon any topic embraced 
within the scope of its department, and rest satisfied 
that its teaching is fully up to the present standard 
of surgical knowledge. It is also so comprehensive 
that it may truthfully be said to embrace all that is 
actually known, that is really of any value in the 
diagnosis and treatment of surgical diseases and acci- 
dents. Wherever illustration will add clearness to the 
subject, or make better or more lasting impression, it 
is not wanting; in this respect the work is eminently 
superior.—Buffalo Med. Journal, Dec. 1864. 


A system of surgery which we think unrivalled in 
our language, and which will indelibly associate his 
name with surgical science. And what, in our opin- 
ion, enhances the value of the work is that, while the 
practising surgeon will find all that he requires in it, 
itis at the same time one of the most valuable trea- 
tises which can be put into the hands of the student _ 
seeking to know the principles and practice of this 
branch of the profession which he designs subse- 
quently to follow.—Zhe Brit. Am. Journ., Montreal. 


A PRACTICAL TREATISE ON THE DISEASES, INJURIES, 
~ AND MALFORMATIONS OF THE URINARY BLADDER, THE PROSTATE GLAND, 
AND: THE URETHRA. Second édition, revised and much enlarged, with one hundred 
and eighty-four illustrations. In one large and very handsome octavo volume, of over nine 


oe “Whoever. will-peruse the vast amount of yaluable | guage which can make any just pretensions to be its 


practical information it contains will, we think, agree | equal.—Z. Y. Journal of Medicine. 


_-with us, that there is no work in the English lan- 
a 2 fi 


ds 


‘B Y THE SAME AUTHOR. 
A PRACTICAL 
AIR-PASSAGES. 
pp. 468. $2 75. 


TREATISE ON FOREIGN BODIES IN TH 


In one handsome octayo volume, extra cloth, with illustrations. 
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fpRLCHSEN (JOHN), 


Professor of Surgery in University College, London. 


THE SCIENCE AND ART OF SURGERY; being a Treatise on Sur- 


gical Injuries, Diseases, and Operations. 


enlarged and carefully revised London edition. 


New and improved American, from the Second 


Illustrated with over four hundred wood 


engravings. In one large and handsome octavo volume of 1000 closely printed pages; extra 


cloth, $6; leather, raised bands, $7. 


We are bound to state, and we do so without wish- | 
ing to draw invidious comparisons, that the work of | 
Mr. Erichsen, in most respects, surpasses any that | 
has preceded it. Mr. Erichsen’s is a practical work, 
combining a due proportion of the “Science and Art 
of Surgery.’’? Having derived no little instruction 
from it, in many important branches of surgery, we 
can have no hesitation in recommending it as a valu- 
able book alike to the practitioner and the student. 
— Dublin Quarterly. 

Gives a very admirable practical view of the sci- | 
ence and art of surgery.—Ldinburgh Med. and Surg. | 
Journal. | 

We recommend it as the best compendium of sur- 
gery in our language.—London Lancet. 

It is, we think, the most valuable practical work | 
on surgery in existence, both for young and old prac- | 
titioners.—Nashville Med. and Surg. Journal. 


The limited time we have to review this improved | 
edition of a work, the first issue of which we prized | 


as one of the very best, if not the best text-book of 
surgery with which we were acquainted, permits us 
to give it but a passing notice totally unworthy of its 
merits. It may be confidently asserted, that no work 
on the science and art of surgery has ever received 
more universal commendation or occupied a higher 
position as a general text-book on surgery, than this 
treatise of Professor Erichsen.—Savannah Journal of 
Medicine. 

In fulness of practical detail and perspicuity of 
style, convenience of arrangement and soundness of 


discrimination, as well as fairness and completeness” 


of discussion, it is better suited to the wants of both 
student and practitioner than any of its predecessors. 
—Am. Journal of Med. Sciences. 


After careful and frequent perusals of Erichsen’s 
surgery, we are at a loss fully to express our admira- 
tion of it. The author’s style is eminently didactic, 
and characterized by a most admirable directness, 
clearness, and compactness.—Ohio Med. and Surg. 
Journal. 


BY THE SAME AUTHOR. (Ready in June.) 
ON RAILWAY, AND OTHER 


INJURIES OF THE NERVOUS 


SYSTEM. In small octavo volume. Extra cloth, $1 00. 


We welcome this as perhaps the most practically 
useful treatise written for many a day.—Jfedical 
Times. 

It will serve as a most useful aud trustworthy guide 


to the profession in general, many of whom may be 
consulted in such cases; and it will, no doubt, take 
its place as a text-book on the subject of which it 
treats.—Medical Press. 


a) ILLER, (JAMES), 


Late Professor of Surgery in the University of Edinburgh, &c. 


PRINCIPLES OF SURGERY. Fourth American, from the third and 


revised Edinburgh edition. 


In one large and very beautiful volume of 700 pages, with 


two hundred and forty illustrations on wood, extra cloth. $3 75. 


BY THE SAME AUTHOR. 


THE PRACTICE OF SURGERY. Fourth American, from the last 


Edinburgh edition. 


Revised by the American editor. 


Illustrated by three hundred and 


sixty-four engravings on wood. In one large octavo volume of nearly 700 pages, extra 


cloth. $3 75. 


It is seldom that two volumes have ever made so | acquired. The author is an eminently sensible, prac- 
profound an impression in so short a time as the | tical, and well-informed man, who knows exacily 


‘*Principles’’ and the ‘‘ Practice’’ of Surgery by Mr. 


Miller, or so richly merited the reputation they have 


IRRIE (WILLIAM), F. R.S. E., 


what he is talking about and exactly how to talk it. 
—Kentucky Medical Recorder. 


Professor of Surgery in the University of Aberdeen. 


THE PRINCIPLES AND PRACTICE OF SURGERY. Edited by 


Joun Neiuu, M, D., Professor of Surgery in the Penna. Medical College, Surgeon to the 
Pennsylvania Hospital, &c. In one very handsome octayo volume of 780 pages, with 316 


illustrations, extra cloth, $3 75. 
SARGENT (F.W.), MLD. 


ON BANDAGING AND OTHER 


GERY. New edition, with an additional chapter on Military Surge On 
12mo. volume, of nearly 400 pages, with 194 wood-outs. ie ik wien pike : 


Exceedingly convenient and valuable to all mem- 
bers of the profession.—Chicago Medical Examiner, 
May, 1862. 


OPERATIONS OF MINOR SUR- 
Extra cloth, $1 75. ; 


We cordially commend this volume as one which ee 


the medical student should most closely study; and 
to the surgeon in practice it must prove itself instruct- 


The very best manual of Minor Surgery we have bac ye many points which he may have forgotten.— 


seen.— Buffalo Med, Journal. 


. Am. Journal, May, 1862. 


MALGAIGNE’S OPERATIVE SURGERY. With nu- 
merous illustrations on wood. In one handsome 
octavo volume, extra cloth, of nearly 600 pp. $2 50. 

SKEY’S OPERATIVE SURGERY. In one very hand- 


some octavo volume, extra cloth, of over 650 pages, 


with about 100 wood-cuts. $3 2d. 
: 


FERGUSSON’S SYSTEM OF PRACTICAL SURGERY, 
Fourth American, from the third and enlarged Lon- 
don edition, In one large and beautifully printed 
octavo volume of about 700 pages, with 393 hand- 
some illustrations, Leather, $4, 


re a Teeter 


ihe tgs > 


Henry C. Lxa’s Pusricatrons—( Surgery). 


DF UITT (ROBERT), U.R.C.8., &c. 
THE PRINCIPLES AND PRACTICE OF MODERN SURGERY. 


A new and revised American, from the eighth enlarged and improved London edition. Ilus- 
trated with four hundred and thirty-two wood-engrayings. In one very handsome octavo 
volume, of nearly 700 large and closely printed pages. Extra cloth, $4 00; leather, $5 00. 


All that the surgical student or practitioner could 
desire.—Dublin Quarterly Journal. 


It is a most admirable book. We do not know | 


when we have examined one with more pleasure.— 
Boston Ned. and Surg. Journal. 


In Mr. Druitt’s book, though containing only some 
seven hundred pages, both the principles and the 
practice of surgery are treated, and so clearly and 
perspicuously, as to elucidate every important topic. 


The fact that twelve editions have already been called | 


for, in these days of aetive competition, would of 
itself show it to possess marked superiority. We 


have examined the book most thoroughly, and can | 
His book, | 
moreover, possesses the inestimable advantages of | 


say that this success is well merited. 


having the subjects perfectly well arranged and clas- 
sified, and of being written in a style at once clear 
and succinct.—Am. Journal of Med. Sciences. 


_/Whether we view Druitt’s Surgery as a guide to 
operative procedures, or as representing the latest 


| theoretical eprsical opinions, uo work that we are at 

| present acqflainted with can at all comnpare with it. 
It is a compendium of surgical theory (if we may use 
the word) and practice in itself, and well deserves 
the estimate placed upon it.—Brit. Am. Journal. 


Thus enlarged and improved, it will continue to 
| rank among our best text-books on elementary sur- 
gery.— Columbus Rev. of Med. and Surg. 


| We must close this brief notice of an admirable 
work by recommending it to the earnest attention of 
every medical student.—Charleston Medical Journal 
| and Review. 


A text-book which the general voice of the profes- 
sion in both England and America has commended as 
one of the most admirable ‘‘manuals,’’ or, “wvude 
mecum,” as its English title runs, which can be 
placed in the hands of the student. The merits of 
Druitt’s Surgery are too well known to every one to 
need any further eulogium from us.— Nashville Med. 
Journal, 


([{AMILTON (FRANK #1), U.D., 


Professor of Fractures and Dislocations, &c. in Bellevue Hosp. Med. College, New York. 


A PRACTICAL TREATISE ON FRACTURES AND DISLOCA- 


TIONS. Third edition, thoroughly revised. In one large and handsome octayo volume 
ef 777 pages, with 294 illustrations, extra cloth, $5 75. (Just Issued.) 


The demand which has so speedily exhausted two large editions of this work shows that the 
author has succeeded in supplying a want, felt by the profession at large, of an exhaustive treatise 
on a frequent and troublesome class of accidents. The unanimous voice of the profession, abroad 
as well as at home, has pronounced it the most complete work to which the surgeon can refer for 
information respecting all details of the subject. In the preparation of this new edition, the 
author has sedulously endeavored to render it worthy a continuance of the favor which has been 
accorded to it, and the experience of the recent war has afforded a large amount of material which 


he has sought to turn to the best practical account. 


In fulness of detail, simplicity of arrangement, and 
accuracy of description, this work stands unrivalled. 
So far as we know, no other work on the subject in 
the English language can be compared withit. While 
congratulating our trans-Atlantic brethren on the 
European reputation which Dr. Hamilton, along with 
many other American surgeons, has attained, we also 
may be proud that, in the mother tongue, a classical 
work has been produced which need not fear compa- 
rison with the standard treatises of any other nation. 
—Edinburgh Med. Journal, Dec. 1866. 


-The credit of giving to the profession the only com. 
plete practical treatise on fractures and dislocations 
in our language during the present century, belongs 
to the author of the work before us, a distinguished 


American professor of surgery; and his book adds 
one more to the list of excellent practical works which 
have emanated from his country, notices of which 
have appeared from time to time in our columns du- 
ring the last few months.—London Lance, Dec, 15, 
1866. 

These additions make the work much more valua- 
ble, and it must be accepted as the most complete 
monograph on the subject, certainly in our own, if 
not even in any other language.— American Journal 
Med. Sciences, Jan. 1867. 


This is the most complete treatise on the subject in 
the English language.— Ranking’s Abstract, Jan.1867. 

A mirror of all that is valuable in modern surgery. 
Richmond Med. Journal, Nov. 1866, 


(IURLING (T. B.), FBS, 


— Surgeonto the London Hospital, President of the Huntertan Society, &e. 


-.~ &A PRACTICAL TREATISE ON DISEASES OF THE TESTIS, 


_ SPERMATIC CORD, AND SCROTUM. 
English edition. 


tions. pp. 420. $2 00. 


$3. 


- BRODIE’S CLINICAL LECTURES ON SURGERY. 
vol. 8vo., 350 pp.; cloth, $1 25. 


OOPER ON THE STRUCTURE AND DISEASES OF 
" gHE TESTIS, AND ON THE THYMUS GLAND. One vol, 


-- imperial 8vo., extra cloth, with 177 figures on 29 


plates. $2 50. 


Second American, from the second and enlarged 


In one handsome octavo volume, extra cloth, with numerous illustra- 
7559 ie 

AR WELL (RICHARD), F.R. 0.8. 

- Assistant Surgeon Charing Cross Hospital, &e. 


ek TREATISE ON DISEASES OF THE JOINTS. Illustrated with 


engravings on wood. In one Yery handsome octavo volume of about 500 pages; extra cloth, 


~ 


COOPER’S LECTURES ON THE PRINCIPLES AND 
' Practice oF Surgery. In one very large octavo 
volume, extra cloth, of 750 pages. $2 00. 


GIBSON’S INSTITUTES AND PRACTICE OF SUR- 
Gury. Eighth edition, improved and altered. With 
thirty-four plates. In two handsome octavo vol- 
umes, about 1000 pages, leather, raised bands. $6 50. 


30 Henry C. Lea’s Pusrications—( Surgery). 


TOYNBEE (JOSEPH), F.R.S., 


Aural Surgeon to and Lecturer on Surgery at St. Mary’s Hospital. : 


THE DISEASES OF THE EAR: their Nature, Diagnosis, and Treat- 
ment. With one hundred engravings on wood. Second American edition. In one very 
handsomely printed octavo volume of 440 pages; extra cloth, $4. 


The appearance ofa volume of Mr. Toynbee’s, there- | The work, as was stated at the outset of our nottte, 
fore, in which the subject of aural disease is treated | is a model of its kind, and every page and paragraph 
in the most scientific manner, and our%knowledge in | of it are worthy of the most thorough study, Con- 
respect to it placed fully on a par with that which | sidered all in all—as an original work, well written, 
We possess respecting most other organs of the body, | philosophically elaborated, and happily illustrated 
is a matter for sincere congratulation. We may rea- | with cases and drawings—it is by far the ablest mo- 
sonebly hope that henceforth the subject of this trea- | nograph that has ever appeared on the anatomy and 
tise will cease to be among the opprobria of medical | diseases of the ear, and one of the most valuable con- 
science.—London Metical Review. tributions to the art and science of surgery in the 
nineteenth century.—N. Am. Med.-Chirurg. Review. 


AURENCE (JOHN Z.), F.R.C.8., and Mf OON (ROBERT C), 


7s of the Ophih ‘ rie, &c. House Surgeon to the Southwark Opk- 
Editor of the Ophthalmic Review, &c. thalmie Hospital: £¢: 


A HANDY-BOOK OF OPHTHALMIC SURGERY, for the use of 


Practitioners. With numerous illustrations. In one very handsome octavo volume, extra 
cloth. $250. (Jest Issued.) 


No book on ophthalmic surgery was more needed. | Not only, as its modest title suggests, a “Handy- 
Designed, as it is, for the wants of the busy practi- | Book” of Ophthalmic Surgery, but an excellent and 
tioner, itis the re plus uwlira of perfection. It epito- | well-digested résumé of all that is of practical vaiue 
mizes all the diseases incidental to the eye in a clear jin the specialty.—New York Medical Journal, No- 
and masterly manner, not only enabling the practi- | vember, 1866. 
tioner readily to diagnose each variety of disease, but | < 
affording him the more important cexetgiis | Proper | This object the authors have accomplished in a 
erate: Seep this is a work which ought | yichly satisfactory manner, and we know no work 
certainly tobe in the hands of.every general practt | we can more highly recommend to the ‘‘busy practi- 
toner.—Dudlin Med. Press and Circular, Sept. 12, 68. | toner who wishes to make himself acquainted with 

We cordially recommend this book to the notice of } the recent improvements in ophthalmicscience. Such 
our readers, as containing an excellent outline of! a work as this was much wanted at this time, and 
modern ophthalmic surgery.— British Med. Journal, } this want Messrs. Laurence and Moon have now vwell 
Ostober 13, 1866. | supplied.—Am. Journal Med. Sciences, Jan. 1S67. 


J,AWSON (GEORGE), FR. C.S, Engl. 
Assistant Surgeon to ike Royal London Ophthalmic Hospital, Moorfields, &c. 


INJURIES. OF THE EYE, ORBIT, AND EYELIDS: their Imme- 
diate and Remote Effects. With about one hundred illustrations. In one very hand- 
some octavo volume. (Wearly Ready.) : 

Tt is an admirable practical book in the highest and | fulness of practical knewledge. We predict for Mr. 
best sense of the phrase. Copiously illustrated by | Lawson’s work a great and well-merited success. 
excellent woodcuts, and with well-selected, well- | We are confident that the profession, and especially, 
described cases, it is written in plain, simple lan-/ as we have said, our country brethren, will feel 
guage, and Ina style the transparent clearness and | grateful to him for having given them in it a guide 


ee ee 


frankness, so to speak, of which, add greatly to its | and counsellor fully up to the most advanced state of $ 
value and usefulmess. Only a master of his subject | Ophthalmic Surgery, and of whom they can make a 


could so write; every topic is handled with an ease, | trusty and familiar friend.—Zondon Medi. Tem qd 
decision, and * straightforwarduess, that show the | and Gazeie, May 18, 1867, — a : 
skilful and highly educated surgeon writing from | 


of ONES (T. WHARTON), F.R.S., 
Professor of Ophthalmic Med. and Surg. in Universiiy College, London. 
THE PRINCIPLES AND PRACTICE OF OPHTHALMIC MEDI- 
_.- CINE AND SURGERY. With one hundred and seventeen illustrations. Third and re- 
vised American, with Additions from the second London edition. In one handsome octayo 
volume of 455 pages, extra cloth. $3 25. 


MACKENZIE (W.), JE D., 
Surgeon Oculist iw Scotland in ordinary to her Majesty, &c. 
A PRACTICAL TREATISE ON DISEASES AND INJURIES OF 


THE EYE. To which is prefixed an Anatomical Introduction explanatory of a Hori 
Section of the Human Eyeball, by THomas Warton JONES, ER Ss. Tae the poy 
revised and enlarged London edition. With Notes and Additions by AppINELL Hewson, 

. M.D., Surgeon to Wills Hospital, $c. te. In one very large and handsome octavo yolam 
of 1027 pages, extra cloth, with plates and numerous wood-cuts. $6 50., 


MORLAND (W. W), M.D. 


DISEASES OF THE URINARY ORGANS; a Compendium of their 
iagnosis, ogy, and Treatment. With illustrati large handso: 
octavo volume of about 600 pages, extra cloth. $3 50. eg OH iis sp Win ‘ane 
Taken asa whole, we can reco’ a@ Dr. Morland* i surgical practiti Brit. 
compendiumasa very desirableaddition tothe! airary for aid Chee Reviews, April, 183, : os a 


Henry OC. Lza’s Pusiications—( Medical Jurisprudence, &c.). 31 
"AYLOR (ALFRED 8S), M.D., 


Lecturer on Med. Jurisp. and Chemistry in Guy's Hospital. 


MEDICAL JURISPRUDENCE. Sixth American, from the eighth 
and revised London edition. With Notes and References to American Decisions, by CLE- 
MENT B. Penrosn, of the Philadelphia Bar. In one large octavo volume of 776 pages, 
extra cloth, $4 50; leather, $550. (Now Ready.) 

Considerable additions have been made by the editor to this edition, comprising some important 
sections from the author’s larger work, ‘‘'The Principles and Practice of Medical Jurisprudence,” 
as well as references to American law and practice. The notes of the-former editor, Dr. Harts- 
horne, have likewise been retained, and the whole is presented as fully worthy to maintain the 
distinguished position which the work has acquired as a leading text-book and authority on the 


subject. 

A new edition of a work acknowledged as a stand- 
ard authority everywhere within the range of the 
English language. Considering the new matter intro- 
duced, on trichiniasis and other subjects, and the 
plates representing the erystals of poisons, ete., it may 
fairly be, regarded as the most compact, comprehen- 
sive, and practical work on medical jurisprudence 
which has issued from the press, and the one best 
fitted for students.—Pacifie Med. and Surg. Journal, 
Feb. 1857. 


The sixth edition of this popular work comes to us 
in charge of a new editor, Mr. Penrose, of the Phila- 
—delphia bar, who has done much to render it useful, 
not only to the medical practitioners of this country, 
but to those of his own profession. Wisely retaining 
the references of the former American editor, Dr. 
Hartshorne, he has added many valuable notes of his 
own. The reputation of Dr. Taylor’s work is so well 
established, that it needs no recommendation. He is 
now the highest living authority on all matters con- 
nected with forensic medicine, and every successive 
‘edition of his valuable work gives fresh assurance to 
his many-admirers that he will continue to maintain 
his well-earned position. Noone should, in fact, be 
without a text-book on the subject, as he does not 
know but that his next case may create for him an 
emergency for its use. To those who are not the for- 
turate possessors of a reliable, readable, interesting, 
and thoroughly. practical work upon the subject, we 
would earnestly recommend this, as forming the best 
groundwork for all their future studies of the more 


elaborate treatises.—New York Medical Record, Feb. 
15, 1867. 


The present edition of this valuable manual is a 
great improvement on those which have preceded it. 
Some admirable instruction on the subject of evidence 
and the duties and responsibilities of medical wit- 
nesses has been added by the distinguished author, 
and some fifty cuts, illustrating chiefly the crystalline 
forms and microscopic structure of substances used 
as poisons, inserted. The American editor has also 
introduced several chapters from Dr. Taylor’s larger 
work, ‘‘The Principles and Practice of Medical Juris- 
prudence,”’ relating to trichiniasis, sexual malforma- 
tion, insanity as affecting civil responsibility, suicidal 
mania, and lite insurance, &¢., which add considerably 
to its value. Besides this, he has introduced nume- 
rous references to cases which have occurred in this 
country. It makes thus by far the best guide-book 
in this department of medicine for students and the 
general practitioner in our language.—Boston Med. 
and Surg. Journal, Dee. 27, 1866, 


Taylor’s Medical Jurisprudence has been the text- 
book in our colleges for years, and the present edi- 
tion, with the valuable additions made by the Ameri- 
can editor, render it-the most standard work of the 
day, on the peculiar province of medicine on which 
it treats. The American editor, Dr. Hartshorne, has 
done his duty to the text, and, upon the whole, we 
cannot but consider this volume the best and richest 
treatise on medical jurisprudence in our language.— 
Brit, Am. Med. Journal. 


WINSLOW (FORBBS), U.D., D.C.L., ge. 


ON OBSCURE DISEASES OF THE BRAIN AND DISORDERS 


OF THE MIND; their incipient, Symptoms, Pathology, Diagnosis, Treatment, and Pro- 
phylaxis. Second American, from the third and revised English edition. In one handsome 


octavo volume of nearly 600 pages, extra cloth. $4 25. 


Of the merits of Dr. Winslow’s treatise the profes- 
sion has sufficiently judged. It has taken its place in 
the front rank of the works upon the special depart- 
ment of practical medicine to which it pertains,— 
Cincinnati Journal of Medicine, March, 1866. 


It is an interesting volume that will amply repay 
for a careful perusal by all intelligent readers.— 
Chicago Med. Bxaminer, Feb. 1866. 
wa work which, like the present, will largely aid 
- the practitioner in recognizing and arresting the first 

insidious advances of cerebral and mental disease, is 

one of immense practical value, and demands earnest 
attention and diligent study on the part of all who 
“have embraced the medical profession, and have 
thereby undertaken responsibilities in which the 
welfare and happiness of individuals and families 
- are largely involved. We shall therefore close this 
brief and necessarily very imperfect notice of Dr. 
‘Winslow’s great and classical work by expressing 


_- ASHTON (Tf. J.) 


We can recommend this volume of Mr. Ashton’s in 
the strongest terms, as containing.all the latest details 
of the pathology and treatment of diseases connected 

" with the rectum.—Canada Med. Journ., March, 1866. 

One of the most valuable special treatises that the | 
_ physician and surgeon can have in his library.— 

- Chicago Medical Examiner, Jan. 1866. 


(Just Issued.) 


our conviction that it is long since so important and 
beautifully written a volume has issued from the 
British medical press. The details of the manage- 
ment of confirmed cases of insanity more nearly in- 
terest those who have made mental diseases their 
special study; but Dr. Winslow’s masterly exposi- 
tion of the early symptoms, and his graphic descrip 
tions of the insidious advances of incipient insanity, 
together with his judicious observations on the treat- 
ment of disorders of the mind, should, we repeat, be 
carefully studied by all who have undertaken the 
responsibilities of medical practice.—Dublin Medical 
Press. 


It is the most interesting as well as valuable book 
that we have seen for a long time, It is truly fasci- 
nating.—Am. Jour. Med. Sciences. 

Dr. Winslow’s work will undoubtedly oceupy an 
unique position in the medico-psychological litera- 
ture of this country.—London Med. Review. 


— ON THE DISEASES, INJURIES, AND MALFORMATIONS OF 
THE RECTUM AND ANUS; with remarks on Habitual Constipation. Second American, 
from the fourth and enlarged London edition. 
beautifully printed octavo volume of about 300 pages. 


With handsome illustrations. 
$3 25. (Just Issued.) 


The short period which has elapsed since the ap- 
pearance of the former American reprint, and the 
‘numerous editions published in England, are the best 
arguments we can offer of the merits, and of the use- 
lessness of any commendation on our part of a book 
already so favorably known to our readers,—Boston 
Med. and Surg. Journal, Jan. 25, 1866. 


In one very 
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